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MISTAKEN DIAGNOSES OF CANCER; 
Case Studies 
BY DUDLEY MERRILL, M.D.t 


In no single sign or symptom or group 
of signs or symptoms which can be called 
pathognomonic of cancer. Carcinoma can affect 
any part of the body, its signs are legion and 
its symptomatology protean. Whenever pos- 
sible a diagnosis of cancer should not be based 
upon clinical data alone. The only way in 
which a proved diagnosis can be made during 
life is through biopsy. If the tissue removed 
from the suspected lesion is properly prepared 
and is examined by a competent pathologist who 
pronounces it to be cancerous, then one may be 
certain that the patient has malignant disease. 

In a large cancer clinic, like the Massachu- 
setts State Cancer Hospital at Pondville, per- 
haps one of the most interesting problems from 
a purely medical point of view is the weeding 
out of the non-cancerous cases. Coming to such 
a clinic is a fairly large group of patients in 
which a diagnosis of non-malignant disease can 
be established by a careful routine history and 
physical examination. There is a second smaller 
group in which the diagnosis of cancer can be 
ruled out by the addition of a few relatively 
simple laboratory investigations. These proce- 
dures include careful morphological study of 
the blood, a Wassermann test, urine examination 
and sometimes x-ray examination of the chest 
and gastro-intestinal or genito-urinary tracts. 
There is a third group, still smaller than either 
of these first two, in which the final proof of 
the non-malignant nature of the disease is most 
difficult, even after thorough study and with 
the help of all the usual diagnostic procedures. 
The correct diagnosis of these cases can give one 
a sense of accomplishment out of all proportion 
to the effort expended and it is a consideration 
of cases of this sort which forms the basis of 
this report. 

In every instance the preliminary clinical 
diagnosis was cancer, justified by the available 
clinical data at the time of admission to the 
hospital; yet in each instance the diagnosis was 
wrong. These five cases are selected not be- 
cause of their rarity but because each one illus- 
trates a striking lesson. 


*From the Pondville Hospital, Department of Public Health, 
Wrentham, Massachusetts. 


¢Merrill, Dudley—Agsistant Visiting Physician, Pondville Hos- 
pital, Wrentham, Massachusetts. record of 
author see This Week's Issue,“ page 836. 
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The importance of making a correct diagno- 
sis lies in the fact that rational therapy can- 
not be instituted if one is ignorant of the un- 
derlying disease process. Secondly, pathologi- 
cal processes which have progressed to the point 
of simulating some form of malignant disease 
rarely tend to get better spontaneously and, in 
the absence of intelligent therapy, carry an 
extremely grave prognosis. 


The first case is one of a fifty-four year old male 
native of Cape Cod referred to the hospital with a 
diagnosis of carcinoma of the liver. He had been 
perfectly well until six weeks before entry when he 
developed severe pain low down in the right side 
of his chest which was intensified by respiration but 
was not associated with cough or fever. His doc- 
tor diagnosed “pleurisy” and strapped his chest 
but the pain was unrelieved. The patient went to 
a hospital where he was told he had “lung trou- 
ble,” apparently because fluid was withdrawn from 
the pleural cavity, but the patient did not know 
the nature of the “lung trouble”. 

After three weeks without improvement the pa- 
tient went to another hospital against advice. There 
he was told that his “lung trouble” had cleared up 
but that he had “trouble with his liver“. About this 
time he noticed a swelling in the region of the right 
lower ribs in the anterior axillary line which was 
where he also had his pain. The swelling increased 
steadily. The patient had lost twenty-four pounds 
of weight in the six weeks of his illness but had no 
symptoms whatever except loss of appetite and 
pain in his chest. The patient knew of no fever. 

Physical examination on admission to the Pond- 
ville Hospital showed a healthy looking man except 
for the signs of considerable loss of weight. The 
right side of the chest was more prominent than the 
left and it moved less on respiration. The promi- 
nence was most marked in the region of the costal 
margin where there was definite bulging of the soft 
parts. The heart was displaced to the left and 
there were signs of hydrothorax on the right. The 
abdomen was prominent in its upper portion due 
to a large mass which extended across the abdo- 
men and from the costal margin to 3 cm. below the 
umbilicus. In the right anterior axillary line, where 
the prominence was most marked, there was ques- 
tionable fluctuation and over this region a loud 
friction rub was heard. The mass was thought to 
be liver. X-ray examination of the chest showed a 
hydropneumothorax on the right with collapse of 
the right lung. A study of the gastro-intestinal and 
genito-urinary tracts showed no intrinsic pathology 
but suggested that the large mass was an enlarged 
liver. The patient was thought to have carcinoma 
of the liver, either primary or secondary, with di- 
— extension through the diaphragm to the right 
ung. 
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In the absence of definite proof of malignancy, how- 
ever, an exploratory laparotomy was undertaken. 
When the abdomen was opened a large cystic mass 
was found within the liver substance which, on in- 
cision, yielded 2.5 liters of sanguinopurulent ma- 
terial. The cavity was found to extend from the 
third right rib anteriorly downward nearly into the 
pelvis. A specimen of tissue from the abscess wall 
was examined by a pathologist who made a diag- 
nosis of “amoebic abscess of the liver”. 

Postoperatively the patient was treated with eme- 
tine. His convalescence was extremely rapid. Four 
months later he had regained his normal weight and 
had no symptoms whatsoever. The value of ex- 
ploratory laparotomy in this case is obvious. 


The second case was that of a thirty-seven year 
old woman referred with a diagnosis of carcinoma 
of the breast with metastases. Four weeks before 
admission she first noticed pain and tenderness in 
her left breast and a week later she noticed “pus” 
coming from the nipple. A few days later the dis- 
charge became bloody. 

Examination of the breast on admission showed 

a fissure in the left nipple with indurated edges. Im- 
mediately underlying the fissure and attached to the 
overlying skin was a hard cherry-sized mass. In 
the left axilla were three or four hard rubbery non- 
tender lymph nodes approximately one cm. in diam- 
eter. There were no supraclavicular nodes palpa- 
ble, nor were there any in the right axilla. 
_ Different physicians agreed that she had a very 
rapidly growing carcinoma which had metastasized 
to the regional nodes and immediate operation was 
advised. A radical mastectomy was done. Shortly 
thereafter the blood Wassermann and Kahn reac- 
tions were reported positive. Microscopic exami- 
nation of the breast tissue by the pathologist showed 
only “chronic inflammation, no evidence of malig- 
nancy”. The patient had a stormy convalescence 
but eventually recovered completely. The final diag- 
nosis was syphilis of the breast. 

If operation had been delayed until after the 
serological tests had been reported, syphilis of the 
breast should have been considered in the differ- 
ential diagnosis. If immediate operation had still 
been considered imperative, because of the neces- 
sary loss of time involved in a trial of antiluetic 
therapy, a study of a frozen section could have 
been made at the time of operation and thus a rad- 
ical mastectomy avoided. 


The third case was that of a seventy-four year 
old woman who was sent to the hospital for termi- 
nal care with a diagnosis of inoperable carcinoma 
of the colon. Eight months previously the patient 
had first begun to complain of poorly localized up- 
per abdominal discomfort made worse by eating. 
Her discomfort gradually increased in severity so 
that she limited her diet more and more until she 
was taking only fluids. Since the onset of her trou- 
ble she had become progressively more constipated 
until this symptom dominated the picture. She re- 
quired daily enemata, as cathartics increased her 
discomfort. She had lost 100 pounds of weight 
since her symptoms appeared. At another hospital 
x-ray examination of the stomach showed nothing 
abnormal. A barium enema was interpreted as 
showing an inconstant filling defect in the descend- 
ing colon. Thus, a diagnosis of inoperable carci- 
noma of the colon had been made. The patient had 
been informed of this diagnosis and was merely 
waiting for the end. 

Physical examination when she arrived at the 
Pondville Hospital showed a profoundly emaciated 
old woman who appeared to be in the last stages 
of some chronic disease. The heart and lungs were 


normal. The abdomen was soft and presented no 
masses, spasm or tenderness. The liver was not 
palpable. X-ray examinations of the upper and lower 
gastro-intestinal tract were reported negative. The 
patient’s symptoms, however, pointed so strongly 
toward some lesion in the gastro-intestinal tract that 
the x-ray studies were repeated. This time after pro- 
longed observation under the fluoroscope a small 
filling defect was finally demonstrated high up on 
the lesser curvature of the stomach which was con- 
sidered characteristic of gastric ulcer, but no defect 
could be detected in the descending colon. The pa- 
tient was told that she had an ulcer of the stom- 
ach and that with proper rest and dietary treatment 
she would eventually become well. She was put 
on a Sippy régime and made an extremely rapid re- 
covery. A follow-up visit four years later showed 
that she had regained all of her former weight and 
had been symptom-free for two years. 
The final establishment of the correct 

unquestionably saved this patient's life. 


The fourth case was that of a sixty year old Ital- 
ian woman who was admitted with a diagnosis of 
carcinoma of the stomach. The history was of 
doubtful value both because the patient could not 
speak English and because of complete absence of 
her teeth her speech was incomprehensible, even 
to other Italians. The impression gathered, how- 
ever, was that during the past eight months she 
had suffered from nausea and vomiting. The vomitus 
never contained bright red blood, nor food eaten 
the day before. Her diet had become progressively 
restricted until she took practically nothing but 
fluids. She had lost twenty pounds of weight and 
had become extremely weak. 

Physical examination on admission showed a sal- 
low somewhat emaciated weak old woman. The 
only outstanding finding was slight spasm and ten- 
derness in the left hypochondrium where there was 
: 4 sense of resistance, but no mass could be 
elt. 


She had a moderate degree of hypochromic ane- 


mia. Tests for occult blood in the stools were 


negative. It was felt, nevertheless, that her his- 
tory and physical examination were consistent with 
the diagnosis of carcinoma of the stomach. A se 
ries of x-ray films of the stomach were interpreted 
as showing no pathology. Fluoroscopic examination, 
on the contrary, revealed a large filling defect ex- 
tending from the middle of the lesser curvature 
well down toward the pylorus. A few days later 
this defect could no longer be demonstrated, and 
x-ray examination by means of a barium enema was 
negative. 

The patient was given a bland diet in five small 
meals a day while 60 grains of iron ammonium 
citrate were given daily for the anemia. In three 
weeks she had gained eleven pounds of weight, her 
hemoglobin had risen almost to normal and she had 
no complaints. She was about to be discharged 
when she suddenly had a return of her former symp- 
— : loss of appetite and a sense of fullness after 
meals. 

At this time examination of the abdomen revealed 
a tumor the size of an orange in the epigastrium. 
The patient had been repeatedly examined prior to 
this and no mass had ever been detected. The mass 
moved only slightly on respiration and was not par- 
ticularly tender. It felt like a muscular hollow 
viscus undergoing spasmodic contraction, as its con- 
sistence varied from minute to minute. Her symp- 
toms suggested partial intestinal obstruction, there- 
fore a barium enema was given at once but the x-ray 
examination revealed nothing abnormal. The next 
day the stomach was studied by means of the x- rays. 
but the mass had disappeared and fluoroscopy added 
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nothing. A few days later the mass reappeared and 
the patient was hastily given more barium by mouth. 
This time fluoroscopy revealed an inconstant large 
filling defect on the lesser curvature. With this add- 
ed evidence of gastric abnormality, an exploratory 
ration was done. 
9 large tumor was found filling the first part of 
the duodenum. While it was being palpated 
it slipped back into the stomach. The stom- 
ach was opened and a single large pedunculated 
growth was found which was completely excised. 
Microscopic examination revealed it to be a benign 
mucous polyp. The patient’s recovery was unevent- 


1. 
„* efforts directed toward the establish- 
ment of a diagnosis here resulted in saving the pa- 
tient from chronic invalidism and possibly death 
from a condition amenable to therapy. 


The fifth case was that of a fifty-five year old male 
cement-worker who was admitted with a diagnosis of 
carcinoma of the esophagus. Two and one-half 
months previously he had first developed difficulty 
in swallowing solid foods. This progressed rapidly 
until he even had difficulty swallowing fivids be- 
cause of regurgitation through his nose. Coinci- 
dent with his increasing dysphagia he had lost 
twenty pounds of weight and his legs and arms 


became remarkably weak. He could not even sit | had 


up in bed or feed himself. At this time he was ad- 
mitted to another hospital because of severe periph- 
eral neuritis and paralysis of the tenth nerve. 
While there he was given a swallow of barium and 
a large filling defect in the esophagus at the level 
of the larynx was demonstrated. The patient was 
transferred to the Pondville Hospital with the diag- 
nosis of carcinoma of the esophagus. Additional his- 
tory was then obtained that the patient had been ac- 
customed to taking from a pint to a quart of spirits 
daily for the past forty years. It also was discov- 
ered that he had worked for eighteen years carry- 
ing cement bags, an extremely dusty occupation, 
and had had a “cigarette cough” for years. 

On physical examination the significant findings 
were dry, scaling, erythematous lesions of the skin 
of the backs of the hands, extensor surfaces of the 
forearms and shins, marked atrophy of the large 
muscles of the arms and legs. There was marked 
hyperesthesia of the hands and feet, tenderness on 
pressure of the large muscles of the legs, absent 
knee jerks and ankle jerks and diminished biceps 
and triceps reflexes. There was slight dullness and 
many crepitant rales all over the lung areas. 

At this time the patient was beginning to have 
less difficulty in swallowing. Fluoroscopy of the 
esophagus showed a large filling defect behind the 
larynx but no obstruction. Roentgenogram of the 
chest showed a diffuse patchy infiltration of both 
lung fields. 

The occurrence of pellagra in chronic alcoholism 
is well recognized. Recently Minot, Strauss and 


Cobb' have clearly brought out the role of dietary 
deficiency and particularly of vitamin B deficiency 
in the production of polyneuritis in chronic alco- 
holism. Therefore, because of this patient's history 
of chronic alcoholism, extensive polyneuritis and 
skin lesions suggestive of pellagra, he was given a 
diet rich in vitamin B, and intramuscular liver ex- 
tract, which is rich in vitamin B complex. No 
specific measures were directed against this pa- 
tient’s supposed carcinoma of the esophagus. 

The patient began to improve with great rapidity. 
One month after entry he had lost most of his hy- 
peresthesias, was able to walk around the ward and 
had no difficulty in swallowing solid foods. The 
x-ray examination then showed clearing of the lung 
fields. At this time an esophagoscopy was unsuc- 
cessful due to poor coéperation. Under the fluoro- 
scope, however, no filling defect in the esophagus 
could now be demonstrated. After another two weeks 
of steady improvement, esophagoscopy was done 
under avertin anesthesia and no pathology whatever 
was found. 

X-ray films of the chest still showed a diffuse 
patchy infiltration of both lung fields. The sputum 
had been repeatedly reported negative for tubercle 
bacilli and the former supposed carcinoma had dis- 
appeared, so the x-ray films were reviewed again 
with the added information at hand that the patient 

worked in a dusty occupation for eighteen years. 
The final opinion of the x-ray department was that 
the findings were consistent with pneumoconiosis. 

The final diagnosis was “alcoholic” polyneuritis, 
pellagra and pneumoconiosis. The esophageal dila- 
tion could be explained as dependent upon a neuritis 
of the tenth nerve. 

This case again emphasizes the all important 
point that a diagnosis of cancer is never incontest- 
able before a biopsy has been taken from the sus- 
Picious lesion. 


In conclusion, the importance of arriving at 
a positive diagnosis is again stressed in cases 
where malignant disease is suspected. By posi- 
tive diagnosis one thing only is meant and that 
is its establishment by microscopic examination 
of tissue from the suspected lesion by a com- 
petent pathologist. 

All five cases reported here presented clini- 
eal features which in the majority of cases spell 
eancer. In every case not only was the diag- 
nosis of cancer wrong, but the underlying pathol- 
ogy was such that once the proper therapeutic 
measures were instituted either absolute or prac- 
tically complete cure was actually effected. 
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TREATMENT OF VARICOSE ULCER BY GENTIAN VIOLET* 
BY CHARLES M. KRINSKY, M. D. f 


INTRODUCTION 


HE stubborn chronicity of varicose ulcer 
and the economic losses suffered by patients 


severity of the surgical condition itself’. Many 


patients and doctors have been discouraged with 
the lack of uniformity of results under any of 


the better known treatments, and this has been 
borne out by the multiplicity of procedures 
which have been advocated. The purpose of 
this paper is first, to offer an explanation of the 
chronicity on the basis of secondary infection, 


so afflicted are vastly out of proportion to the 


*From the Medical Service of the Worcester State Hospital, 
Worcester, usetts. 
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y, to recommend the topical applica- 
of five per cent aqueous gentian violet solu- 
in 


those who have at their disposal a larger num- 
ber of such cases. 


Since many antiseptie substances have been 
of some value in the treatment of this condi- 


bacterial flora of these lesions was thus insti- 
tuted, and the results are shown in table 1 
When each case was accepted for treatment, a 
smear, which was made from the crater of the 


TABLE 1 
Cases Direct Beef Blood Agar 
Smear Broth Plate 
Cloudy Hemolysis 
Gram Gram Gram 
Staphylococci Staphylococci Staphylococci 


ulcer, was stained by Gram’s method, and beef 
broth cultures were inoculated. From the di- 
rect smear and broth cultures, gram-positive 
staphylococci were found in pure culture. Blood 
agar plates which were then streaked with or- 
ganisms obtained from the broth culture showed 
hemolysis. Gram-positive staphylococci were 
again seen in the stained smear, this finding 
holding true for all cases. 

The problem which presented itself was to 
find an efficient drug that had a bactericidal 
effect upon gram-positive cocci. Gentian violet, 
one of the aniline dyes, was found to be such 
a substance, since a dilution of 1-1,000,000 pre- 
vents the growth of these organisms. The effect 
of the dye is due to its pronounced bactericidal 
action and to marked stimulation of epithelial 
tissue. Gentian violet has been extensively used 
for severe burns and septicemias, in the lat- 
ter case being administered intravenously’. Its 
superiority is further borne out by the fact that 
Barton“ had successfully treated an ulceration 
of the lower extremity through its use, when 
several other measures had failed. 


TREATMENT BY GENTIAN VIOLET 


The present series is made up of nine cases 
of long-existing varicose ulcer, eight cases of 


VARICOSE ULCER AND GENTIAN VIOLET—KRINSKY N. EB. J. OF M. 
NOV. 1, 1984 
0 ding the fact that the number of 
cases in this series is small, the gratifying uni- 
formity and consistency of the results warrant 
their presentation here for the consideration of 
BACTERIAL INVESTIGATION 
necessity have been infected. A study of the 
Before Treatment. After Treatment. 
FIGURE 1. 
Male, aged 568. Duration, 7 years. 
| 
After One Treatment. At Discharge from Hospital. 
FIGURE 2. 
Female, aged 62. Duration, 11 years. 
* 
After One Treatment. After Treatment. 
Male, aged 74. Duration, 2 years. 
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which were treated by the topical application 
of five per cent gentian violet solution. To one 
case which was -egarded as a control, two per 
cent mercurochrome was applied. There were 
six female and three male patients with an age 
range from thirty-four to seventy-eight. In 
each case the Wassermann reactions were nega- 
tive. Throughout the course of the treatment, 
the patients remained ambulatory. 


LENGTH AND WIOTH 


LENGTM AND WIDTH INCMS. 


2 
ULCER A 


of each week, but the depth of the ulcers was 
not considered. Photographs were taken at the 
beginning and end of treatment, and are shown 
in figures 1, 2, and 3. It is worthy of special 
mention that these same cases had been previ- 
ously treated by many other methods, such as 
warm saline dressings, Unna’s casts, dry sterile 
dressings, elevation and rest, Dakin’s solution, 
ultraviolet light, searlet red, and seventy per 


cASE 1 


2 
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FIGURE 4. 


The treatment consisted first, of washing the 
ulcer and adjacent areas with tincture of green 


soap, and drying. Five per cent aqueous gen- 


tian violet solution was then sprayed on with 
an atomizer or applied directly with a sterile 
applicator. A dry sterile dressing was employed 
after the gentian violet had dried. This treat- 
ment was repeated every other day until a firm 
crust had formed and complete healing had 
finally occurred. For the purpose of noting the 
progress in each case, the longitudinal and 
transverse diameters were measured at the end 


ae alcohol with indefinite and indifferent re- 
ts. 


RESULTS OF TREATMENT BY GENTIAN VIOLET 


The first significant effect noted was a marked 
diminution in the amount of foul, thick, grey, 
necrotic exudate. This occurred after a few 
applications, usually at the end of the first 
week. The second was marked shrinking of the 
ulcer and adjacent tissues which occurred at 
the end of the second week. Finally, with the 
third week, buds of granulation tissue were seen 
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sprouting from the bases of the ulcers. The 
borders presented newly growing epithelial tis- 
sue, which was converging toward a central 
focal point, and markedly diminishing the size 
of the ulcer. The epithelization rapidly pro- 
gressed to complete healing, the average time 
ranging between four and seven weeks. After]; 
an observation period of nine months, only one 
recurrence had been noted, and this case again 
responded to further treatment. 

A graphic representation of the progress made 
in six of the nine cases is shown in figure 4. 
It will be noted that in almost every case there 
is a marked decrease in the size of the ulcer 
by the end of the first week, indicating that 
during this period the bactericidal and anti- 
septic actions of gentian violet are at their high- 
est. The patients tended to become uncodpera- 
tive and resistive to the treatment because of 
the color of gentian violet, and this is indi- 
cated by point X in the above figure. With 
the resumption of treatment, a therapeutic re- 
sponse was again achieved and is shown at point 
Y. The patients stated that marked relief was 
experienced, and that the treatment was not 
attended by any untoward symptoms. The 
one case treated with two per cent mercuro- 
chrome which was used as a control did not re- 
spond well and the ulcer was not completely 
healed even after a period of three months. It 
is probable that if the patients had been fully 
codperative, the ulcers could have been healed 
in a much shorter time. 


SUMMARY 


A series of nine cases of varicose ulcer is pre- 
sented, consisting of six female and three male 


patients, with an age range from thirty-four to 
seventy-eight. 

Bacteriological examinations proved the flora 
of the ulcers to be made up of gram-positive 
hemolytic staphylococci. 

The method of treatment consisted of apply- 
ing five per cent aqueous gentian violet solu- 
tion locally to the ulcer every other day until 
completely healed. This occurred within four 
to seven weeks. The patients remained am- 
bulatory throughout the entire treatment. 

Three striking facts were apparent: (1) 
That marked diminution of the necrotic exudate 
promptly occurred; (2) that the ulcer and ad- 
joining area appeared shrunken; (3) that 
frank, healthy, granulation tissue made its ap- 
pearance early. 

Only one recurrence was noted after an ob- 
servation period of nine months. 

A control case treated with two per cent mer- 
curochrome did not heal even after a period 
of three months. 


CONCLUSION 


Topical application of five per cent aqueous 
gentian violet solution is of definite value in the 
local treatment of varicose ulcer. 

ap- 
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OCCURRENCE OF COMMON DUCT STONE 
FOLLOWING GALL-BLADDER OPERATIONS* 


BY LOUIS HERMANSON, M. D., f AND SEEBERT GOLDOWSKY, M. p. f 


SPITE the abundant literature concerned 

with biliary tract surgery, insufficient at- 
tention has been paid to the relatively high in- 
cidence of common duct stones following gall- 
bladder operations. Their presence may be ac- 
counted for in one of several ways: 


1. Failure to discover and remove stones in 
the common duct at the time of operation. 

2. Formation of stones within the common or 
hepatic ducts. 

3. Descent of intrahepatic stones. 

4. Escape of stones from gall-bladder into 
= duct at the time of the first opera- 

on 


Boston, Massachuset 


tHermanson, —ů Patient Surgeon, and Former Resi- 
dent in Surgery Beth Israel Hospital. 
of author see “This Week's Issue,“ page 836 


In most instances common duct stones are 
found in patients who also have stones in the 
gall-bladder. While they may be present in 
cases where there are no stones in the gall-blad- 
der, the prevailing opinion is that with the ex- 
ception of calcium bilirubin stones they do not 
form in the common duct after cholecystectomy. 
Calcium bilirubin stones are not common and 
are said to occur as the result of infection in the 
common duct or its radicles'. 

The descent of intrahepatic stones may be a 
cause, though not a frequent one, for common 
duct obstruction after cholecystectomy. Beer? 
found them six times in 250 instances in which 
he dissected the liver. 

When common duct stones appear after 
operation upon the gall-bladder, it is likely that 
they were present at the time of the first opera- 
tion and were overlooked. How easily this may 
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happen has been emphasized by Kehr“, Eisen- 
drath*, Deaver’, Moynihan*, Lahey’ and others. 
The history may have failed to indicate the 
presence of common duct stones. Lahey’ re- 

rts absence of jaundice in 37 per cent of 
eases in which a common duct stone was found. 


When small stones are present in the gall- 
bladder or when the cystic duet is dilated, cal- 
culi may be expressed into the common duct at 
the time of cholecystectomy and remain un- 
noticed. In 1912 Kehr“ pointed out that com- 
mon duct exploration was advisable under these 
circumstances. 

Furthermore, at the time of a gall-bladder 
operation a common duct stone may be over- 
looked for any one of several reasons. The gall- 
bladder and biliary passages may be so acutely 
inflamed that it is impossible to identify the 
finer structures, let alone palpate concretions 
contained within them. In other cases the com- 
mon duct may be so greatly dilated and so filled 
with stagnant bile that a stone floating freely 
within it is not felt. Moreover, in some in- 
stances stones are masked by a thickened pan- 
ereus, while in others they lie hidden in the ter- 
minal portion of the common duet where the 
overlying duodenum interferes with palpation. 
Even if none of these abnormalities be present, 
a normal appearance of the common duct does 
not rule out the possibility of stone. Finally, 
when normal ducts are palpated, a stone which 
is present may not necessarily be felt. Kehr“ 
reported negative palpation in 46 per cent of 
the cases from which he removed common duct 
stones. 

The frequency with which common duct 
stones are actually overlooked during the course 
of gall-bladder operations is difficult to deter- 
mine because of the paucity of relevant statis- 
ties. Twenty-two and six tenths per cent of 1738 
patients from whom common duct stones were 
removed (Judd*) had had previous operations 
on the biliary tract. The greater number of 
these, however, were cholecystostomies. Blalock* 
found common duct stones in seven of nine pa- 
tients who underwent a second operation follow- 
ing cholecystectomy. Brewer!“ reported five 
similar cases. Clute" in reporting seventy-four 
eases of common duct stones found seventeen 
that had had a previous biliary tract opera- 
tion ; cholecystostomy in seven, cholecystectomy 
in six, and operations not directly on the gall- 
bladder in four. 

At the Beth Israel Hospital from 1928 to 
13933 inclusive, seventy-nine common duct ex- 
plorations were performed. Of 322 cholecystec- 
tomies during this period 196 were performed 
for gall-bladder stones. In the 196 patients 
fifty-one or 26 per cent were subjected to ex- 

loration of the common duct. Stones were 
ound in fourteen, or 7.1 per cent of all pa- 
tients operated on for gall-stones. One of these 
had had a previous cholecystostomy. Common 


duct stones were removed in four other pa- 
tients, all of whom had had previous cholecys- 
tectomy. Thus, of fifty-five patients with chole- 
lithiasis in whom common duct exploration was 
performed, stones were removed in eighteen or 
32.7 per cent. 

If three other patients who had previously 
had cholecystectomy, and in whom the diagnosis 
of common duct stones seemed certain, but were 
not operated on for various reasons are added 
the total number of cases of common duct ob- 
struction due to stone reaches twenty-one. Eight 
of these had had previous operations on the 
gall-bladder, cholecystectomy in seven instances 
and cholecystostomy on one. Five of the eight 
patients were subjected to secondary operations. 
The interval between the first and second opera- 
tions varied from two to eight years and aver- 
aged five years. 

Pain, chills, fever, and jaundice were the out- 
standing symptoms preceding both primary and 
secondary operations. Pain was present in all 
cases. In most instances the pain was colicky 
in nature but not distinguishable from that as- 
sociated with biliary tract diseases in general. 
There was no essential change between the two 
admissions in the nature of the pain. Jaundice 
was detected in four patients on the first admis- 
sion, in five patients on the second, and in three 
eases on both. Chills and fever occurred in one 
patient at the time of the first admission and 
in three at the time of the second. Other symp- 
toms were not significant. 

Of the eight cases with a previous cholecystee- 
tomy (three of which had been operated on at 
this hospital) the gall-bladder was filled with 
numerous small stones in three, and in a fourth 
two large stones were present. Data on the 
gall-bladder are not available in the four re- 
maining cases. 

The common duct was described on five oc- 
easions. Twice it was said to be ‘‘empty.’’ It 
was negative to palpation and inspection in two 
other cases, while in one other it could not be 
visualized but was negative to palpation. Notes 
were made of the common ducts at four of the 
five secondary operations. The common duct 
was found to be dilated in every instance. De- 
spite the fact that palpation nearly always failed 
to reveal their presence, stones were found 
when the duct was opened and explored. Thir- 
teen cases in the series remain. All of these 
had a common duct exploration at the time of 
the first operation. In eleven of the thirteen 
eases the common duct was described; in ten it 
was found to be dilated. Only five times were 
stones felt on palpation. Stones were complete- 
ly removed from the ducts in all but two of the 
cases at the first operation. In these two, stones 
which were sont removed when the common duct 
was opened and probed were revealed at post- 
mortem examination. In one of the latter the 
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duct was explored on two separate occasions, 
once by the transduodenal route. 

The mortality for the entire group of eight- 
een cases in whom common duct stones were 
demonstrated was 22.2 per cent. There were 
two deaths following primary operations. In 
one instance death occurred as a result of pneu- 
monia; this case on postmortem examination 
revealed a stone which had been left in the com- 


mon duct. There was no evidence that the 


residual stone contributed to this death. In the 
second ease death resulted from shock after the 
removal of stones from the common duct. 
Autopsy was not done in this case. In another 
instance where common duct exploration fol- 
lowed a previous gall-bladder operation, post- 
mortem examination revealed the cause of death 
to be hemorrhage from cardioesophageal ulcer- 
ations the etiology of which could not be estab- 
lished. This patient was jaundiced. Because 
of the close association between jaundice and 
hemorrhage, death in this case could be largely 
attributed to a common duct stone which had 
occurred after a cholecystostomy. The fourth 
death previously considered, was the result of 
a persistent biliary fistula. This complication 
occurred despite two unsuccessful attempts at 
removal of a stone known to be lodged in the 
common duct. 


The percentage of cases in which common 
duct stones are overlooked at the time of opera- 
tion on the gall-bladder appears to be unneces- 
sarily high. In 1929 Young™ reported that of 
sixty-seven autopsied cases which had followed 
operation on the biliary tract 61.3 per cent 
showed stones still present in the common duct. 
This figure, however, was reduced to 16.4 per 
cent when corrected for circumstances which 
contraindicated or precluded any search for 
stones at the time of operation. In 1000 con- 
secutive autopsies reported by Crump“ in 1931 
there were 325 cases of gall-stones. Seventy- 
eight or 24 per cent of these had common duct 
stones. These facts indicate that the common 
duct should be opened and explored more often 
than is customary. Lahey’ in the period from 
1910-1926 explored the ducts in 15.5 per cent 
of cases with biliary tract disease and found 
stones in only 8.4 per cent, while in 1932 he 
explored the common duct in 46 per cent and 
found stones in 21.2 per cent. 

The foregoing facts signify that common duct 
stones are present much more often than they 
are demonstrated. To remedy this situation it 
would seem advisable to reémphasize the indica- 
tions for choledochotomy. In 1912 Kehr* gave 
the following indications: 


1. Thickening of the head of the pancreas. 


2. Thickening and enlargement of the com- 
mon duct. 


3. A history of jaundice, chills, or fever. 
4. A cystic duct dilated by stones and 
arated from the common duct with 

culty with a likelihood of spillage of the 

stones into the common duct. 

5. The presence of many small stones in 
the gall-bladder and 4 duets. 

6. The presence of muddy bile on seetion 
of the eystie duet suggestive of inflam- 
mation of the common duct. 

7. Enlargement, induration, or cirrhosis of 
the liver. 

To these Eisendrath* added one more indica- 
tion: the recurrence of pain or the symptoms 
of cholangeitis after operations on the biliary 
tracts. 

Lahey’ states that common duct exploration 
should be added to cholecystectomy for gall- 
stones under the following circumstances: 

1. Whenever on palpation one can or sus- 
pects that he can, feel a stone in the 
common duct. 

2. When the common duct is dilated and 
when it is definitely thickened. 

3. When the gall-bladder is found thick- 
ened and contracted. 

4. When there is thickening of the head of 
the pancreas. 

5. In all patients with gall-stones who are | 
or have been jaundiced. 

In our experience opening the common duct 
adds considerably to the hazard of operation. 
The mortality for this operation when added to 
cholecystectomy at a primary operation in our 
series was 5.4 per cent whereas the mortality 
for simple cholecystectomy for all causes was 
3.5 per cent. 

On the basis of the evidence presented it is 
therefore worth emphasizing that stones in the 
common duct may be overlooked by an expe- 
rienced surgeon even when there is ample evi- 
dence for their presence, and even when the 
common duct is opened and explored. If choled- 
ochotomy will be based on the indications 
noted above, the discovery of more common duct 
stones will be made and a reduction in the num- 
ber of secondary operations accomplished. 

CONCLUSIONS 
1. The incidence of common duct stone fol- 
lowing gall-bladder operation is considered. 


2. Indications for exploration of the common 
duct at the time of chol are dis- 
cussed. 
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DISINFECTION IN OSTEOMYELITIS OF 
THE PHALANX (FELON) 


BY FREDERIC JAY COTTON, M.D.,* AND GORDON MACKAY MORRISON, M.D.* 


osteomyelitis of a terminal phalanx, the 

that used to be called bone felon, our pri- 
mary consideration is of course free drainage, 
best attained by the ‘‘fish-mouth’’ transverse in- 


Later, when the process has become localized 
and the sequestrum is loose, the problem is an 
entirely different one, that of securing healing 
and the best possible regeneration of bone, the 
most shapely stump and nail that can be ob- 
tained. 

This stage is reached on the average in six 
to eight weeks. The x-ray is our arbiter in this. 

If nothing is done save to remove dead bone 


and keep up drainage the process of healing is 
often intolerably long, and our control of the 
eventual shape of the finger tip not at all sat- 
isfactory. 

The thing to be desired is to get a clean wound 
and close it early, and in this way have a chance 
to shape up the finger tip as regeneration is go- 
ing on. 

And disinfection is possible in the great ma- 
jority of cases. 

The success of the technique here described 
has been pretty uniformly satisfactory through 
years of use. 

The essence of the method is the removal of 


Frederic Surgeon, Boston City Hos- 


Morrison, Gordon Mackay— Assistant Out-Patient Sur- 
geon, Boston City Hospital. For records and addresses of au- 
thors see This Week's Issue,” page 836. 


type infected tissue and disinfection with strong car- 


bolie acid followed with alcohol. 


The technique is as follows: 

Lay the finger open by enlarging the old in- 
cision or making a fresh one—preferably of 
‘‘fish-mouth’’ type. 

This wound must allow for excision of the 
draining sinus. 

If the time has been properly chosen we shall 
find a walled septic cavity, usually with the 
sequestrum already loose or readily loosened 
without cutting. This sequestrum comes out of 
course. 

Then comes removal of slough and excess 
granulation tissue by careful curetting and 
sponging until we have a cavity with walls of 
clean granulation tissue, backed by the perios- 
teum or what is left of it. 

Then earbolie (96 per cent) is swabbed about 
thoroughly, with a second swabbing if there is 
bleeding. It is well to protect adjacent skin 
with alcohol sponges. The carbolie is left in 
contact with the tissues one and a half minutes 
by the clock. 

Then the whole field is flushed out with 70 
per cent alcohol and the alcohol lightly 
swabbed about inside. 

The wound is ordinarily packed with vaseline 
dressing strips—not tightly. 

If one feels sure of the disinfection the wound 
may be collapsed under slight pressure, without 
any drainage 

In the — of cases there is no further 
suppuration. 

If there is any it is little and usually of 
trivial consequence, and we may presently go 
ahead with the shaping up of the regenerating 
finger tip. 

Details of this must vary. 

Generally speaking, modeling in of tissues 
against a dorsal splint brings the best relation 
of pulp to nail and minimizes the inevitable tend- 
ency of the nail to curve downward over the 
always somewhat shortened phalanx. 

Regeneration of the phalanx is a process we 
can not directly control (in extent) but we can 
help shape the new bone. 

Regeneration seems in no way interfered with 
by the careful removal of the contents of the 
infected sac: at all events the periosteum seems 
less compromised by this than by the long-con- 
tinued suppuration which is the alternative. 


— 

\ 
Necrosis of bone pretty complete, as it is apt to be, distal 
to the epiphyseal line. In the adult with the epiphysis united 
and the line gone, the demarcation of the bone infection is 
usually about the same. 
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This type of disinfection, long familiar in 
cleaning up wounds, successfully used in car- 
buncles, is applicable to treatment of other lim- 
ited and accessible osteomyelitic cavities. 

In these finger infections, however, it is so 


uniformly serviceable as to deserve wide appli- | she 


cation. 


A. M. S., aged flve years, was seen January 19, 
1934, six weeks after the onset of sepsis. Her septie 
finger had been drained competently. She was oper - 
ated on January 20, 1934. 
under light pressure without drainage. She was sent 
back to her doctor. There was no more pus, and 

reported here February 13, 1934, solidly healed, 
for a splint to shape the finger tip more smoothly. 


—ͤ — — 


NEW ENGLAND SURGICAL SOCIETY 


FORTY YEARS* 
BY FREDERICK n. SWEET, u. p. 


7 a span of professional experience of the 
membership of this Society roughly covers 
the past four decades. A considerable percent- 
age of us have been in active practice during 
that time; others are, comparatively, beginners ; 
all have lived the period, felt the lure of the 
job, sensed its forward surge, been inspired with 
the fire of prophecy which tempts mortal man 
to dream of what the future holds. 

In casting about for a subject on which to 
address you this evening it occurred to me that 
it might be of interest to recall something of 
what the past forty years have brought to the 
Art and Science of Medicine and particularly 
to our branch thereof, Surgery. 

Such a discussion on this occasion must of 
necessity be sketchy, superficial and inadequate, 
eolored by personal prejudice, distorted by dog- 
matie opinion. Therefore you will pardon me, 
I am sure, if in the development of the general 
theme these weaknesses creep in and digression 
and animadversion be necessary in the expres- 
sion of opinion and belief. 

Forty years, a long time—a short time, long 
as measured by an individual life, short in time 
itself, long in prospect, short in retrospect. Long 
or short our forty years will go down in history 
as a most remarkable period, a period of unrest 
and change, of strife and movement, of inven- 
tion and scientific progress, during which things 
spiritual and material, economic and social, have 
been shaped and moulded, destroyed and re- 
created as seldom, if ever before, in so brief a 
time. We have seen the Earth yield her resources 
to the pioneer and miner, witnessed the meta- 
morphosis of these material products by the 
chemist, engineer and manufacturer, seen man 
turn from the land to the town, industry outdo 
agriculture, the machine assume the function of 
man in industry and supplant the beast in trans- 
portation. We have beheld with amazement the 
development and application of electric energy, 
the discovery of the internal combustion engine 

*The Presidential Address, read at the Annual Meeting of the 
New, England Surgical Society at Burlington, Vermont, Septem- 
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and been contemporary with scientific triumphs 
innumerable. 

Into these pregnant years of our remem- 
brance has been crowded greater progress in 
our own science of Medicine than all the slow 
march of the preceding centuries could boast. 
So intensely have we lived, so great has been 
the change in all that pertains to human experi- 
ence, that we can but inadequately understand 
the significance of it all. It may well be that 
those who come after and enjoy a more detached 
and less prejudiced perspective will more intel- 
ligently evaluate what has been accomplished. 
Time may prove that much that we now deem 
progress was only change. 

The surgeon, trained as he is in the hard 
school of experience is, or should be, fitted to 
judge with reasonable accuracy the life of his 
time, the forces which influence it, the results 
arrived at; for of all men he should ‘‘see life 
steadily and see it whole’’. He faces life in the 
raw with all its lurid side lights, its tragedies, 
emergencies and denouements. He is familiar 
with the whole wide range of human experience, 
physical, intellectual, spiritual, his mind attuned 
to its most lofty notes, accustomed to its more 
sordid moods, sensitive to its motives and im- 
pulses, charitable to its every phase. 

As a humble member of this so great a cult 
and with the above background of professional 
experience ever in mind, I shall attempt to re- 
view some of the outstanding accomplishments 
of the period, trusting that, as the narrative car- 


ries on, you may each turn back with me the ~™ 


leaves of the book of memory and come along 
from there to here, from then till now. 

Ere our forty years began, Harvey, Jenner, 
Morton, Pasteur, Lister, Koch, Laveran, Welch 
and other immortals had lighted the fires of a 
medical evolution which was to be fanned into 
flame by such contemporaries as Behring, Roux, 
Ehrlich, Reed, Gorgas, Roentgen, Noguchi, Bant- 
ing and Minot. They were and are the shock 
troops of scientific medicine whose fundamental 
discoveries placed its practice on its present 
foundation, sounded the knell of empiricism 
and quackery, brought into being modern san- 
itation and made it possible for clinicians the 


The wound collapsed . 


— 
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world over to practice the healing art with in- 
telligence and confidence. 

That we may better appreciate what has been 
accomplished let us consider briefly the state of 
medicine and its practice as of the year 1893, 
when I graduated from the Yale School of Med- 
icine. Antisepsis was being practiced in the 
larger surgical centers, Asepsis as we know it 
was in its infancy. Epidemic disease raged as 
of old. Water and milk supplies were often in- 
fected, sewerage systems inadequate, the produc- 
tion and handling of food unregulated, housing 
conditions bad and personal hygiene uninflu- 
enced by education or statute. The facilities 
for medical education were highly unsatisfac- 
tory. Medical schools existed in large num- 
bers, but with some notable exceptions were 
staffed by incompetent teachers, and lacked 
proper equipment. Many of these schools were 
diploma mills pure and simple, run for revenue 
only. Neither medical education nor practice 
was regulated by law. Quacks flourished in 
great number and variety, their activity alone 
circumscribed by the criminal code. 

Hospitals were to be found only in the larger 
centers of population. They were for the most 
part institutions which ministered to the poor 
and outcast, but afforded little or no accommo- 
dation for the middle and upper classes of so- 
ciety. In the modern sense their equipment, 
personnel and physical structure were inade- 
quate. Hospital management was largely con- 
trolled by politicians or philanthropic laymen 
who gave the medical staff indifferent recogni- 
tion with the inevitable result of ill-adapted 
physical plants and friction in administration. 

Many years had yet to roll by before all con- 
cerned realized the need of mutual understand- 
ing and intelligent codperation. The public had 
not become hospital-minded and the average 
citizen could only be induced to submit to hos- 
pital treatment by dire necessity and much per- 
suasion. Then, as now, the better hospitals 
were staffed by men of character and compe- 
tence. The rosters of the staffs of that time 
carry the names of those whose memory we 
revere even as we respect their successors. Then 
as now they were the leaders of the profession, 
the torch bearers, the very bulwark of its being. 
Their very worth and zeal measurably com- 
pensated for the difficulties with which they con- 
tended. 

The diagnostic methods of those days were 
exceedingly crude, and in the modern sense 
practically non-existent. The microscope, the 
test tube, and the stethoscope were the chief 
aids to the five senses. The laboratory as we now 
think of it did not exist. The x-ray machine, 
the cystoscope and other electrically illuminated 
instruments of diagnostic precision were un- 
known 

The Yale Medical School during my student 

one small chemical laboratory 


and a yet. smaller laboratory where we were 
taught something of bacteriology, histology and 
pathology. All of our teachers in these subjects 
were engaged in general practice in New Haven 
and devoted but a few hours a month to teach- 
ing. I remember that our instruction in bac- 
teriology was confined to a few perfunctory lee- 
tures and the study of a few slides of stained 
tubercle bacilli. We were well drilled in the 
method of urinary examination and taught to 
estimate the hemoglobin content and to count 
the cellular elements of the blood. Such equip- 
ment and haphazard teaching methods left us 
wondering what it was all about and were of 
value only in so far as the little we learned 
stimulated sufficient curiosity to cause us to 
seek further instruction through the years. 

The demonstration of living pathology at the 
operating table awaited the new birth of sur- 
gery and was to be one of the chief contribu- 
tions of that evolution to medical science. Dead- 
house pathology was then the most helpful 
method of demonstrating disease and was being 
used with striking suecess by such teachers as 
Osler, Fitz and Welch. 

Typhoid, diphtheria, meningitis, the intestinal 
infections of childhood were endemie and epi- 
demic, their course little influenced by medical 
care. The surgeon was in no better case. Hos- 
pital gangrene, pyogenic infection, erysipelas, 
tetanus, often made his wards a place of dread 
and death. His inability to diagnose disease 
beyond his sight and touch limited his field to 
such pathology as affected the surface of the 


Medical and surgical literature, particularly 
current literature, was limited in quantity and 
comparatively poor in quality. Medical organ- 
izations exerted an indifferent and feeble influ- 
ence on professional thought and action. 

Such, roughly, was the state of medical sci- 
ence and practice when our era dawned, such the 
background from which evolved the evolution 
we have witnessed, such the stage setting for 
our forty years. It would be futile to review 
the record of accomplishment in detail. It is 
familiar to us all. Sufficient be it to recall that 
the cause of one disease after another has been 
discovered by the researcher and brought under 
measurable control by the clinician and sanita- 
rian. 

The earlier years of the period witnessed the 
conquest of many of the germ-borne diseases 
and gave us the Roentgen ray. The mid sea- 
son provided radium and the many illuminat- 
ing diagnostic instruments. The latter years 
have contributed much by way of the perfec- 
tion of these instruments and enlarged our 
knowledge of the degenerative diseases, such dis- 
orders as diabetes and the anemias, and devel- 
oped a world-wide zeal in the study and treat- 
ment of cancer. During the whole period the 
medical profession has ceaselessly fought disease 
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every available means, codperated in every bar 
—— way with workers in the allied sei- areas the benefits of the experience and knowl- 
ences, and embraced every opportunity which | edge there gained. 
held promise of a better understanding of dis-“ In all that has forward 


eased conditions. Quarantine, preventive and 
therapeutic vaccines, the control of host and 
carrier, of food and water supplies, antitoxins, 
serums and specific drugs have accomplished in 
these few years what all previous recorded time 
had failed to bring to pass. 

The science and art of surgery has been even 
more strikingly influenced, profoundly changed. 
Anesthesia and asepsis, the basic requisites of 
operative technique, were an inheritance be- eve 
queathed by the preceding period; a birthright 
essential to all that has since been built. The 
full — of these fundamental contri- 
butions necessitated the organization of a trained 
personnel of surgeons, nurses, administrators, 
the development of adequate equipment, the 
building of a new type of hospital, the estab- 
lishment of methods suited to the new order. It 
was necessary to build up a specialized current 
professional press available to all. 

So well has this phase of the problem been 
managed that current surgical literature as we 
know it in quantity, scope and quality com- 
pares most favorably with that of the other 
learned professions. Its influence on surgical 
thought and practice and its resultant part in 
building the new order cannot be overestimated. 
Through it the humblest may express himself 
and from it the greatest glean instruction and 
inspiration. 

Concurrently with this growth of the surgical 
press has come the organization of surgical so- 
cieties, local, state, national and international, 
with facilities for the exchange of ideas, oppor- 
tunity for good fellowship and mutual under- 
standing. The influence of these organizations 
on public health legislation, in promoting the 
standardization of hospitals and in establishing 
the requirements of qualification for surgical 
practice has been far reaching and altogether 
helpful. 

Medical education impelled by necessity has 
made astounding progress during the past forty 
years. Not a little of this progress has resulted 


from the discontinuance of many poorly equip- | 


ped and staffed schools. Those deemed worthy 
of continuance now operate, with a few notable 
exceptions, in a manner which does credit to 
their teachers and management. Their educa- 
tional standards are high, their student body 
carefully selected, their graduates an honor to 
our profession. 

The establishment of surgical centers with 
group practice and teaching has been an in- 
novation of our time. Certain of these clinics 
have exerted a very important influence in that 


they have set up standards widely followed, 
research trained 


served as centers and have 


gone perhaps the 

evolution of the hospital during the past forty 
years has been the most essential, „or in very 
truth the hospital is the surgeon’s workshop, 
the one institution upon which he is absolutely 
dependent, whose interests are his interests; the 
institution which deserves and should enjoy his 
constant, his unwavering loyalty. 

The modern hospital at best is a marvel of 
convenient workable arrangement equipped with 

every necessary means of diagnosis and treat- 
ment, staffed by competent doctors and nurses, 
managed by interested citizens working in co- 
öperation with each other. 

The progress we have witnessed has been 
marred with many a step aside and on occa- 
sion its forward movement diverted by the rub- 
bish of error; but for the most part Excel- 
sior’’ has been the motto, better surgery the 
goal. The crude and bungling surgical meth- 
ods and technique of the early years have 
changed to the all but perfection of the present- 
day operative procedure. 

The field of surgical action, no longer re- 
stricted to the extremities and the body sur- 
face, has become all embracing, limited only by 
the individual surgeon’s skill and boldness. 
Every organ, every cavity, every tissue where 
pathology lurks is open to surgical attack. By 
reason of modern diagnostic facilities it is now 
possible to locate and differentiate in vitro that 
which formerly was recognized only in the dead- 
house. 

Having spoken somewhat of the progress our 
forty years have wrought, common honesty com- 
pels us to speak of the less pleasant side of the 
picture, for, as before intimated, there are al- 
ways elements attendant upon progress which 
make for change rather than betterment. 

The freedom of action which anesthesia, asep- 
sis and increased diagnostic facilities brought, 
bred a tendency in certain surgeons to do un- 
necessary operations, and to attempt what th 
were in no way qualified to perform. III Ul trained. 
reckless, for a time such individuals became a 
menace to many communities and even to-day 
their kind still curse our guild. Although such 
practices were perhaps only to be expected, they 
were altogether reprehensible and often resulted 
disastrously for the patient and brought both 
surgeon and surgery under suspicion and criti- 
cism. 

The unscrupulous operators were not the only 
ones responsible. The older of us remember 
with chagrin when normal ovaries were removed 
for the cure of psychic disturbances, eye mus- 
cles cut for the cure of epilepsy, testicles ablated 
for the relief of prostatism. The youngest re- 
member the vain attempts at the restoration of 
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sexual vigor to the senile, credulous and wealthy, 
which our gland transferring contemporaries 
have but yesterday advocated and practiced. 

Fortunately the years bring much that the 
days have never known and it may be truth- 
fully said that such practices, unscrupulous or 
misconceived, are less often advocated and prac- 
ticed than of yore. The surgery of 1934 is more 
intelligent, more sane than that of 1894. 

The new surgical birth also encouraged nu- 
merous practitioners to specialize in surgery or 
to do such operative work as came within their 
reach by way of their general practice. The 
majority of these men were surgically untrained 
and attempted to learn the job as they went 
along. That sort of surgical training has for- 
tunately been supplanted by the intensive and 
thorough preparation in medical school, hos- 
pital and clinic, which we now consider requi- 
site. In my opinion the time will soon come 
when the self-christened, overnight surgeon will 
be but a historic memory. 

The ever-broadening field, the improved means 
of transportation, the perfection of hospital or- 
ganization and the consequent increase in the 
amount of work a given surgeon could perform, 
brought a more lavish, even reckless way of 
life with mounting expense for overhead and 
need for increasing income. As a result the 
spirit of commercialism crept into the con- 
sciousness of certain surgeons displacing in 
varying degree that spirit of altruism and un- 
selfish service which through time has character- 
ized the members of our guild. Whereupon 
came in some quarters the big fee, the time- 
clock attitude, the treatment of patients as just 
cases, the pernicious custom of fee-splitting, 
the forgetfulness of the humanities, in fact a 
state of affairs quite contrary to the best tra- 
ditions of the profession. 

This tendency came to its full flower during 
the years of our late prosperity, and praise be, 
has been already measurably curbed by the pres- 
ent period of adversity. For a time we could 
but sadly agree with Garth when he said, ‘‘ How 
sickening Physick hangs her head and what was 


once a service, now’s a trade.“ 


Having laid bare some of our own weakness- 
es, it will, I am sure, be entirely proper to speak 
as frankly of certain unwholesome tendencies 
which during the same period have sprung up 
in the allied nursing profession. 

Training schools for nurses had been estab- 
lished in a few of the larger hospitals previous 
to our era and the beneficent influence of intel- 
ligent, directed nursing care was already mak- 
ing itself felt and giving promise of service 
since realized. 

The original aim of the devoted women who 
founded our schools of nursing was the train- 
ing of young women for the care of the sick. 
By precept and example the early leaders in- 
stilled in their pupils the spirit of self-sacrifice, 


the zeal for service, the will to ease human suf- 

fering. The patients’ comfort and well-being 

were of first importance, their own of minor 
uence. 

This appeal so impelling with the best type 
of woman called into the ranks of the profes- 
sion in the last decade of the nineteenth and 
the first of the twentieth century a group of 
devotees which revolutionized nursing care and 
raised high the benevolent standard of sacrifi- 
cial service. Seldom in history has a great need 
been so completely, so efficiently met. From 
Sarah Gamp to Florence Nightingale was all 
but as big a jump as from Ambroise Paré to 
Joseph Lister. Womanhood was glorified. the 
sick given relief and comfort, the medical pro- 
fession incalculable aid. 

At first her ministration was simple. A prop- 
erly made bed, a properly given bath, a drink 
of Me ges a skilfully done dressing, a reassuring 
word, the carrying out of orders; this was all, 
but it brought courage and comfort to the pa- 
tient, a sense of security to the doctor. 

Then came the changing and more technical 
development of medical and surgical procedures 
and the necessity for a more highly trained 
nursing personnel. Came higher preparatory 
educational requirement, a more theoretical 
course of training, less stress upon the little bed- 
side womanly ministrations which the sick so 
yearn for, more stress upon procedure, diets, 
technique. Less emphasis was placed upon sac- 
rifice and service, more on pride of profession, 
solidarity of cult, and personal advantage. Psy- 
chology, chemistry, bacteriology, anatomy, 
pharmacology, physiology to the fore. The 
wash-rag, the water-glass, the toothbrush, and 
the bedpan relegated to the patient herself, — 
ward maid, or manipulated as sparingly an 
gingerly as possible. 

Short hours, high fees, no night duty for 
some, no day duty for others, no contagious dis- 
eases, no cases in homes, no this or that until 
even this conservative society some years ago 
was constrained to protest and beg for relief, 
only to be read a leeture by the then High 
Priestess of New England nursing. 

Many of you will remember when the late Dr. 
John Gile, then our President, with a benignant 
smile asked the Secretary to lay the communi- 
cation on the table, where I suppose it still re- 
poses in the limbo of useless things. 

Like other evils, these which beset our nurs- 
ing sisters brought their own remedy, aided by 
the compelling urge of the past four years of 
depression. Nurses again seek work, properly 
do their work, have little tendency to pick and 
choose and are altogether a joy and help as of 
yore. Moreover, the better training they re- 
ceive is now put to the test of service and is 
proving its essential worth in practice. So 


here’s to our nursing sisters! May the future of 
their profession realize the promise of its past! 
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With the dawn of our forty years the Quack, 
as formerly known, was legislated out of busi- 
ness. Mountebank and charlatan, though he 
was, he was often an interesting fellow and on 
oceasion could teach the doctor much pertaining 
to the art of practice. His field of action was 
usually cireumseribed, his career short-lived, 
his power to harm correspondingly slight. He 
was superseded by the healing cults and pathies 
which under one form or another have flour- 
ished through the intervening years. Associat- 
ed with a religion or mysticism, advertised by 
propaganda, thriving on criticism and persecu- 
tion, clothed with respectability by law, politi- 
eally powerful, these cults grow and flourish 
like the proverbial bay tree, until a consider- 
able percentage of our population, even here in 
New England, are directly or indirectly influ- 
enced in matters of health by their teaching and 
submissive to their methods of treatment. The 
vogue of these cults is to my mind the most sin- 
ister threat to public health now existent. They 
are potent for evil chiefly through the clever 
alliance of healing and religion which has been 
set up by their deluded and psychie originators. 

Born of ignorance or worse, nurtured by the 
innate credulity of the masses in matters per- 
taining to personal health, these cults check- 
mate the doctor, embarrass the sanitarian, and 
through opposition to necessary legislation con- 
tinually and adversely influence public health 
administration. Only a rising public intelli- 
gence engendered by education and constant ef- 
fort on our part can control the menace they 
offer. We as a profession should keep constant- 
ly in mind Plato’s dictum, ‘‘ Education is a life 
long business,’’ both as applied to ourselves and 
the lay members of the population. 

Another troublesome development of our 
time has been the establishment of numerous 
small town hospitals. Although there are of 
course many exceptions, in general these insti- 
tutions have not only been unnecessary, but 
have been a real menace to the health — well- 
being of the communities where they exist. Usu- 
ally poorly financed, often housed in buildings 
formerly used as dwellings, these institutions 
are but sorry counterfeits and unworthy the 
name they bear. 

The surgery therein must be done by sur- 
geons from the nearest city, the preoperative 
and postoperative care left to whoever refers 
the case, or by local doctors whose surgical ex- 
perience is of necessity limited. 

Attempts at control of this type of hospital 
by the American Medical Association and the 
American College of Surgeons have brought 
some improvement, but conditions are still far 
from satisfactory and call for further and com- 
pelling regulation. 

An allied problem is the control of the small 
private surgical hospital with which many of 
our cities are infested. Many of these institu- 


tions are as physically ill fitted as are the small 
town institutions for surgical work, and are in 
addition often owned, managed and staffed by 
one man who is for some reason out of step 
with his fellow practitioners and denied affilia- 
tion with regular hospital establishments. 

Let it be understood that the foregoing in 
no way refers to the many well-adapted, sup- 
ported and run small town and private hospi- 
tals. Such merit our confidence and the public 
patronage. 

Some time back I referred to the surgical 
clinics or group practice organizations which 
have during the past few years come to exert 
such an influence on modern surgery. For the 
most part, as before said, that influence has 
been good, but of necessity such a rapid and 
revolutionary innovation in method has been at- 
tended by certain undesirable features which 
we may speak of in the spirit of well-wishers. 
To one looking in from the outside comes the 
impression that there is in many of the clinics. 
a tendency to lose touch with the human and 
individual side and drift toward the case and 
impersonal attitude of management. 

We are told, by patients who have visited these 
clinies, of weary days spent in going through 
the diagnostic mill, of being shunted from one 
office to another, from one department to the 
next, of being x-rayed from crown to toe, bron- 
choscoped, cystoscoped, metabolized, procto- 
scoped, cardiographed, until having accumu- 
lated sufficient literature and pictures they are 
at last passed on to some individual who takes 
an interest in them as sick human beings, tells 
them what ails them and prescribes relief. 

This suggests a thought which is as applicable 
to us as individuals as to the clinic. Is it not 
possible that the geographic and typographic 
routine of mechanized modern diagnosis is be- 
ing carried too far, if the very mechanical per- 
fection of it does not, by too great dependence 
and deference on our part, lead us at times to 
overlook the obvious and approach the ridic- 
ulous? The five senses assisted by a little New 
England common sense are still the backbone 
of diagnosis. Let us never forget that. 

The President-Elect of the American Medical 
Association in his annual address well said, 
„The diagnosis of the future will be an intellec- 
tual accomplishment, not a mechanical computa- 
tion.“ 

However, I would not be understood as un- 
derestimating the value of these diagnostic in- 
struments and means; rather would I counsel 
their legitimate use and the intelligent inter- 
pretation of findings. Their routine use either 
because of mental laziness or for purposes of 
showmanship should, however, be discouraged. 

The times have bred another tendency which 
we should be thoughtful about, namely, that of 


— 
* 
| 


‘VOL. 211, 
NO. 18 


outsiders to compel by legislation or propaganda 
radical changes in our methods of practice. This 
attempt, in its essentials, aims to force upon 
the profession a state-regulated program for 
the care of the sick. It is fostered by reform- 
ers, by planning experts hired by the Founda- 
tions and by self-appointed busybodies who seek 
to upset the experience-proved present methods 
of medical care. Ignoring such facilities as hos- 
pitals, free clinics, industrial medical services, 
municipal welfare care and the willingness of 
the average doctor to go wherever called and 
do his work whether paid for it or not, they bom- 
bard the most altruistic profession extant from 
the lecture platform, by radio, through the press 
and by every other possible means, demanding 
the impractical and impossible. 

No sane man will deny that growing popu- 
lations, urban concentration, and rural isola- 
tion are daily creating new situations which 
must be met by new methods of practice. On 
the other hand what sane man can believe that 
the needed changes as they arise can be better 
met by outsiders than by medical practitioners 
themselves ? 

The ery of shellback and conservative as ap- 
plied to a profession that has made greater 

progress than any other of our time, that vear- 
ly does more for humanity than any other, seems 
out of place and ridiculous. 

It must be acknowledged, however, that all 
this investigation and furor may have been salu- 
tary as a counterirritant, a needed spur to ac- 
tion from within. There are indications from 
all over the country that our profession is alive 
to the situation and working out ways to meet it. 

Let us now have done with our chronicle and 
briefly consider what impression these epochal 
changes have made upon our contemporary pro- 
fessional life. 

Such opinions, impressions and animadver- 
sions as I am about to express are recorded 
with the full realization that ‘‘Experience is 
fallacious and judgment difficult. If they 
possess any value it will derive from the fact 
that he who speaks has lived the years in ques- 
tion, first as general practitioner, then as special- 
ist, has worked with every type of man known 
to the cult, made every possible mistake, suf- 
fered every remorse, faced every emergency, 
failed and failed again, and in the process ex- 
perienced such joy as goes with the job. May- 
hap as the years have rolled along he has ac- 
quired sufficient equanimity and complacency to 
view men and things through glasses tinted by 
kindness and sweet charity rather than stained 
by jealousy and prejudice. If not, experience 
is a poor teacher and life for him a farce. 

It is his opinion that a new and better type 
of practitioner has been evolved, that medicine 
and surgery are more intelligently practiced 
than when he began, that the sick human being 


is in every way better cared for, that the aver- 
age practitioner is a better type, better pre- 
pared for his job, more intelligent in what he 
does. He may know less of the art of medicine, 
but he knows more of the science. . 

He may be more materialistic, less devoted in 
a sense than his predecessors, but he gets peo- 
ple well, and after all commercialism with 
knowledge is preferable to idealism with igno- 
rance. He may seem businesslike, but he seldom 
burlesques his calling. Bluff and cant have 
small place in his way of life and the petty tricks 
and ways of the movntebank have no attraction 
for him. 

He knows cies when they arise and 
seldom puts off till to-morrow what should be 
done to-day. If unable to administer indicated 
treatment he calls in someone who can. He does 
not attempt to avoid operation in acute appen- 
dicitis nor treat acute meningitis expectantly. 

He reads current medical literature, attends 
medical meetings, visits clinics and avails him- 
self of every possible means of acquiring the 
best and latest medical knowledge. 

He is familiar with laboratory method and 
skilled in the use of diagnostic instruments. 
His very equipment and environment, however, 
at times prove a handicap. The system stress- 
ing, as it does, uniformity of standard and 
method is less conducive to the production of 
outstanding individuals and consequently, from 
the standpoint of personality, the doctor of to- 
day often seems a bit colorless as compared with 
his forebears. 

Personality, however, is as important as of 
old and now as then has a very real influence on 
every doctor’s career. He who possesses it is 
greatly blessed; he who has it not is doubly 
cursed. 

Coincident with the absorption of the indi- 


‘vidual by the cult has come the eclipse of the 


art of medicine by its science, the rise of the 
specialist at the expense of the general practi- 
tioner, and the passing of the type of men known 
as Doctors of the Old School.“ 

These resourceful kindly individualistic char- 
acters have been superseded by highly trained 
men who know much more about medicine, less 
about people, their spirit of service sometimes 
tainted by the hope of gain, their charity tem- 
pered by self-interest. 

Such tendencies are unfortunate, but tem- 
porary. Already the general practitioner be- 
gins to recover his lost ground as specialism be- 
comes top heavy and the people grumble. The 
public will soon again demand a family doctor, 
not a medical director, an individual, not a com- 
posite intelligence. The specialist of the future 
must show reason for his existence and be of suf- 
ficient skill to command patronage and discour- 
age competition. One man will then do what 
three or four are now doing and the personnel 
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of the profession be redistributed. The art of 
medicine will again assume its rightful röle of 
helpmeet and aid to the science thereof. 

The past forty years have brought about great 
improvement in the internal relationship of our 
profession. The old antagonisms and acerbities 
have for the most part given way to a spirit of 
tolerance and codperation. This happy change 
is largely the result of medical organization and 
improved transportation. Justice and charity 
are always engendered by personal contact. It 
is hard to be unkind to those with whom we con- 
stantly associate. We have learned to know with 
Emerson,— 

“Life is too short to waste, in critic carp or 
cynic bark, 

Quarrel or reprimand; ‘twill soon be dark; 

Up! Mind thine own aim and God speed 
the mark.” 


The time also has tremendously influenced 
the doctor’s relation with the public. The people 
are more intelligently interested in their own 
and the public health, more appreciative of 
the medical profession. Legislation and health 
propaganda have given them a point of view 
more in keeping with the facts than they have 
before enjoyed. Their very interest and knowl- 
edge often force the doctor to his duty. They 
demand that well-known diagnostic aids be used 
and ask embarrassing questions if proper treat- 
ment is not promptly applied. 

Their zeal, however, not infrequently makes 
them prey to the unskilled and unworthy and 
their innate love of the fantastic and occult de- 
livers them into the power of faddists, religious 
cults, manipulators and voodoo doctors. 

Like the drowning man who resists his res- 


cuer, so these resist every effort of scientific 
medicine in their behalf. Antivaccination and 
antivivisection societies, personal liberty leagues 
and other organized fanatics fight us by every 
possible means. The very perfection of our 
achievement furnishes them their argument. 
Controlled disease abolishes fear thereof, and 
— the ignorant scoff at its possibility to 
arm. 


It is a long jump from the tribal medicine 
man to the modern medico and the man in the 
street is not as yet quite prepared to take it. 
That his enlightenment has not kept pace with 
our own is not surprising and the fact should 
not disturb our equanimity, nor adversely in- 
fluence our endeavor. 

Ours is an honorable and satisfying calling, 
the most worthwhile job known to man. Our 


time has been a part of that period of which 


Sir William Osler said, ‘‘In little more than 
a century, the medical profession has done more 
for the race than has ever before been accom- 
plished by any other body of men.’’ 

To have worked at such a job, however hum- 
bly, to have lived at such a time, however inade- 
quately, has been a high privilege, a mighty in- 
spiration, a blessed experience. To look forward 
to what such a time implies is quite beyond our 
power, but this we know, the unfinished 
awaits those who follow. Its challenge will be 
accepted. 

The future, like the past, will be served by 
those competent to meet its needs, for, 

“The men bulk large on the old trail, 

Our own trail, the out trail, 

They’re God’s own guides on the Long Trail, 
The trail that is always new.” 


HOSPITALS NOW AND THEN“ 
BY FREDERIC A. WASHBURN, N. p. f 


E story of the building of the voluntary 

hospitals of the United States is a long one. 
For the purposes of our discussion it may be 
epitomized. We may disregard the infirmaries 
of almshouses which preceded the regular hos- 
pital establishments, although it was the con- 
templation of the shortcoming of the former in 
the care of the sick and the insane which fur- 
nished the motive power for the foundation of 
the latter institutions. This was notably the 
case in our own City of Boston. 


The first three voluntary hospitals were es- 
tablished in what were then the three largest 
cities of the land, Philadelphia, New York and 
Boston. The earliest of these, the Pennsylvania 
Hospital, was opened in the year 1752. These 
three hospitals were much alike in their scope 

*Ether Day Address given at the Massachusetts General 
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and planning; each had two branches, one for 
the insane and one for patients with acute gen- 
eral diseases. We are concerned to-day with the 
general hospitals, not the branches for the care 
of the insane. 

These general hospitals were organized like 
the English hospitals of the period. Their pa- 
tients were the poor only, those who were un- 
able to pay their doctor and very small sums, 
if anything, to the hospitals for their board. The 
staff of doctors was unpaid in money though 
many times richly rewarded by the experience 
gained and increased reputation because of con- 
nection with the hospital. Each of these three 
institutions had an agreement with a medical 
school whereby teaching was permitted in its 
wards. In most instances the important teach- 
ing positions in the school were held by mem- 
bers of the hospital staff. 

These original hospitals were pri 


aged institutions. Their funds for building and 
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endowment were for the most part raised 
public subscription and generous gifts and be- 
quests from the wealthy, fortified by contribu- 
tions from the State. Their destinies were pre- 
sided over by a Board of Trustees, the majority 
of which while elected by a hospital Corpora- 
tion were practically a self-perpetuating body. 
Other members of the Board were appointed, 
in the instance of one of these hospitals, by the 
Governor of the State. Members of the Staff 
were appointed by the Trustees, usually upon 
nomination of the Staff. 

As the country grew in population and area, 
other hospitals were founded and governmental 
hospitals began to appear. We are not con- 
cerned for the moment with the Federal hospi- 
tals of the Army, Navy and Public Health, 
Marine or Veterans Hospitals. The govern- 
mental institutions in which we are interested 
this afternoon are the Municipal and County 
Hospitals. The relief to be furnished the sick 
poor by voluntary hospitals and private benev- 
olence was naturally limited. The demands of 
this group outgrew the facilities which could 
be furnished by the voluntary hospitals from 
free bed funds or annual gifts for the purpose. 
After the Civil War in the Nineteenth Cen- 
tury, and in the Twentieth Century, many mu- 
nicipal and county hospitals were founded for 
the care of destitute citizens. Thus the support 
of the bulk of this group in time of sickness 
was placed upon the tax funds where it proper- 
ly belonged. Nevertheless a very large measure 
of relief of the sick poor has been and is be- 
ing given by the voluntary hospitals of the land. 
In the instances of Maine, Connecticut, Pennsyl- 
vania, and Mississippi, grants are made to pri- 
vately managed hospitals from public funds. 
This is not the best way of assisting these hos- 
pitals from tax funds. In other instances, no- 
tably in New York City, voluntary hospitals 
are reimbursed by the City on a per capita ba- 
sis for the care of its indigent sick. This is a 
fair and proper method if the per capita sum is 
fixed at a point which will reimburse the hos- 
pital for the expense incurred. 

From the simple beginnings which have been 
described, hospitals have not only vastly in- 
ereased in number but in complexity. This has 
been most noteworthy in the last thirty years. 
With the coming of anesthesia, the knowledge 
of asepsis, the x-ray and the many laboratory 
procedures necessary for diagnosis and treat- 
ment, more and more has it appeared necessary 
to bring to hospitals patients who were former- 
ly treated in their homes. This is especially 
true of surgery. 

When it came to be realized that the patient’s 
chance for correct diagnosis, and in many in- 
stances for life itself, was much more favorable 
in the hospital than in the home, there devel- 
oped a demand first, that private wards for the 


by | well-to-do should be provided at our hospitals 


patients of moderate means. Fortunately this 
demand came early enough with us so that these 
facilities were provided in connection with our 
established hospitals before physicians had to 
any large extent acquired vested rights in their 
own small hospitals or nursing homes. If 
one is in doubt about our favored situation in 
this respect, he has but to compare it with that 
of England. The modern hospital situation is 
further complicated by the development of 
schools of nursing, medical social service, die- 
teties, libraries, and occupational therapy. In 
our larger hospitals the numbers of resident 

physicians and surgeons and of internes have 
enormously increased. In teaching hospitals 
the medical students are introduced to regular 
duty in the wards as clinical clerks. With all 
these factors, together with the management 
of ambulances, a large general store, one or more 
drug stores, kitchens, dining rooms, pay cafe- 
terias, laundry, a power house, shops for car- 
penters, painters, electricians and other mechani- 
eal trades concerned in maintenance and repair, 
it is evident that the modern hospital is indeed 
a complex institution. 

With the clinical developments of which we 
have just spoken, staff organization has changed. 
From the simple form copied from our Eng- 
lish models where all professional service was 
unpaid, where the staff was large and its mem- 
bers rotated in caring for the patients, we now 
have in our large teaching hospitals with the 
voluntary staff a full or nearly full-time Chief 
of each professional department who, usually 
paid by hospital and medical school, devotes 
himself to the interests of that department and 
forwards the care of the patient, medical educa- 
tion and research. Such nearly full-time Chiefs 
of Medicine, Surgery or other clinical branches, 
encourage enthusiastic young men to devote 
much time to the advancement of knowledge, 
each in his own specialty but each with close 
contact with other special departments and their 
endeavors. The presence at the hospitals of 
laboratories with their full-time, skilled chiefs, 
laboratories of pathology, chemistry, biochemis- 
try, bacteriology, roentgenology, metabolism, and 
others, not only make the work of these ardent 
young men and women in the clinical groups pos- 
sible and effective but furnish the opportunity 
for advancement of knowledge and the training 
of young men and women in each of these de- 


ents. 

Our ideas of the scope of hospital adminis- 
tration and such administration itself have 
greatly expanded in the last twenty or thirty 
years. The training and equipment which was 
needed by a hospital director a generation ago 
is still needed but vastly more is necessary also 
if he is to meet satisfactorily the hospital prob- 
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lems of these times. He must clearly see the 
objects of his hospital ; first, the kindly, skillful 
care of the patient with all the hospital’s forces 
directed primarily toward making for him a 
correct diagnosis and when this is made pro- 
viding him with every facility known to mod- 
ern science to effect a cure. All this accom- 
panied by the most kindly nursing and thought- 
fulness of the patient’s best interests in all di- 
rections. The idea that the hospital exists pri- 
marily for service to its patients and the com- 
munity must be thoroughly learned by all its 

rs, staff and employees. The hospital di- 
rector then must clearly see the other main ob- 
jectives of his hospital: Education—that of 
the public in matters of health, the medical 
education of physicians of the community, the 
staff of the hospital, its resident physicians and 
internes and medical st ation in all 
the allied branches of medicine which function 
in a hospital. Hospital administration, nurs- 
ing, social service, dietetics, libraries, the tech- 
nique of laboratories, occupational therapy and 
others. Hospitals may well accept the fune- 
tion of assisting in the education of the public 
in the avoidance of medical cults. People who 
are credulous and uninformed are readily vie- 
timized, by plausible charlatans or by sincere 
but ignorant and misled cult enthusiasts. Phy- 
sicians, health departments and hospitals have 
not done their duty to the public in helping 
them to protect themselves. Hospitals and their 
representatives can advertise, speak over the 
radio, post bulletins and in many ways frankly 
and openly tell the people just what scientific 
medicine is, its possibilities and its limitations 
and warn them against the fads and cults upon 
which so much money is wasted. A similar 
course of publicity may help to warn people 
against spending their money on patent medi- 
cines and high-priced proprietary preparations 
most of which have equally effective low-priced 
substitutes. 

A third function of the hospital which he 
must bear constantly in mind is the advance- 
ment of human knowledge in all medical 
branches and of the functioning of the bodies of 
men in health and disease. 

A fourth of the hospital’s obligations is the 
publie health. The education of the community 
in matters of health has already been touched 
upon. The hospital has a great opportunity here 
through its intimate contact with members of 
the community, patients both house and out- 
patient, their relatives and friends. Many hos- 
pitals have classes for various disease groups, 
diabetics, cardiacs and others. There are class- 
es for prospective mothers and for mothers and 
children. Hospitals can help the public health 
by prompt hospitalization and isolation of con- 
tagious disease, by development of a follow-up 
system and the discovery and treatment of con- 
tacts in venereal and other contagious diseases. 


The hospital director is the executive officer 
of the Trustees of the hospital. He should also 
be the Secretary of the Executive Committee 
of the professional staff. This committee of the 
Staff, if it does its full duty, is one of the most 
powerful of forces for the good functioning and 
wise advancement and development of the hos- 
pital. Its job is to nominate to the Trustees. 
for all staff positions. The reputation of the 
hospital, the determination of its future policy, 
whether it advances with the times and makes. 
valuable contributions to medical knowledge or 
whether it lags and deteriorates, is bound up 
with the character of the members of this Ex- 
ecutive Committee of the Staff and the thorough- 
ness and intelligence with which they do their 
work of nomination and consideration of hos- 
pital policies and their recommendation to the 
Trustees. Such a committee composed of the 
right men, meeting regularly and acting con- 
scientiously, is a great source of strength to. 
Trustees and Director. 

The competent hospital director must be a 
good executive who can plan and effect an or- 
ganization which will decentralize and delegate 
functions in such a way as to promote economy 
and efficiency and at the same time keep for 
himself effective control with a clear picture of 
what is happening in all parts of the organiza- 
tion. With all this he must leave himself time 
to take an active part in his national hospital 
associations and other community and national 
service. 

There never was a time in the history of hos- 
pitals when there were so many problems fac- 
ing them, nor was there ever a time when so 
much thought was being given to these prob- 
lems and so much useful work in solving them. 
The country is particularly fortunate in having 
the great foundations and professional associa- 
tions to furnish the means and some of the per- 
sonnel to make these studies. The very ex- 
haustive and important study of the Committee 
on the Costs of Medical Care has centered our 
thoughts on how to provide adequate medical 
care to all the community. The well-to-do are 
provided with private wards in our voluntary 
hospitals where they can receive the best of care 
and pay fees which will properly recompense 
both physician and hospital. Attempts have 
been made in a few places to do something for 
people of moderate means in time of sickness. 
The Baker Memorial of the Massachusetts Gen- 
eral Hospital is an outstanding example of 
what can be done to give to this group of peo- 
ple the very best of medical care and nursing 
at a moderate price. Due to generous aid of 
a large benefactor and many smaller gifts, it 
was possible to erect this building without there 
being the necessity of making the patients pay 
to cover interest upon the investment. The 


Julius Rosenwald Fund helped share the deficit 
of the first three years of operation. Every ef- 
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fort is made to keep the expense to the pa- 
tient at the lowest point consistent with sup- 
plying this group of patients with the best 
service for diagnosis, care and relief or cure. 


To avoid the very considerable expense of spe- | be 


cial nursing, the floor nursing is made more 
than adequate. Thus it is necessary to use spe- 
cial nurses only when a patient needs con- 
stant care or for a short time immediately after 
operation. One of the very important contri- 
butions to the success of this demonstration was 
made by the professional staff who volunteered 
to limit their fees to these patients to very rea- 
sonable sums and established a fee table for 
this purpose. Greatly beneficial as this hospital 
has been, much as it has helped people of small 
incomes in times of sickness, nevertheless the 
fact remains that although average charges are 
small, maximum charges may still be consider- 
able in instances where a patient stays in the 
hospital a long time and requires special nurs- 
ing. A system of insurance then to spread the 
cost would seem to be indicated. Such an insur- 
ance plan should probably be voluntary in type, 
controlled by a non-profit corporation. It should 
provide for small periodic payments by its 
members who in times of sickness would find 
their bills, both hospital and medical, paid for 
them. What a godsend this would be to thou- 
sands upon thousands of men and women who 
now live in dread of sickness with its unpredicta- 
ble costs. Such a scheme would allow them to 
budget their sickness expenses, pay their way 
in a self-respecting manner and assure them of 
the best care in times of illness. It would as- 
sure the payment of modest fees to hospital and 
doctor and be a blessing to all three parties to 
the plan. It is quite within the possibilities 
that voluntary insurance like this will finally 
be found to be applicable mainly to the bet- 
ter educated and more intelligent groups and 
that compulsory health insurance which will in- 
elude hospitalization will be adopted for the 
masses of the employed. Whichever form, vol- 
untary or compulsory, or both, finally goes in- 
to effect it is fair to assume from the experience 
of other countries that patient, hospital and 
doctor will be benefited. 

Then comes the question of the care of the 
indigent. Who is to pay their bills in hos- 
pitals in times of sickness? It is a fair state- 
ment, I think, that American public opinion and 
in many cases custom and law demand that this 
expense be met from public funds. There are 
many sore situations, however, and much in- 
justice to voluntary hospitals which in many 
instances are carrying much of this load with- 
out recompense. The burden has enormously 
increased in the last few years. Because of the 
depression, voluntary hospitals have suffered 
a serious diminution in capital gifts. in annual 
gifts and in income from patients. At the same 
time the demand upon them to care for free and 


part free patients has greatly increased. Hos- 
pitals have responded to this appeal nobly and 
many have gone into debt rather than turn pa- 
tients from their doors. Their dilemma should 
recognized more generally and taken 
to put their finances upon a more stable basis 
with a broader community support. I would 
submit the proposition that the free work done 
by voluntary hospitals should be ‘limited to 
what they can pay for from the income of funds 
given distinctly for that purpose and that these 
hospitals shall be paid by public funds upon a 
per capita basis for the cost of any further 
hospital service given the indigent. Whether. 
these public funds should be municipal or eoun- 
ty, state or federal would depend upon local 
conditions. Each community should so far as 
possible stand upon its own feet. Municipal 
and county hospitals must of course be used to 
capacity, but when that capacity is exceeded 
public funds should pay the bills of the indi- 
gent in voluntary hospitals. In figuring the 
hospital bills of the destitute to be charged to 
tax funds it may be argued that they should 
represent only that part of hospital expense 
concerned immediately with the care of the pa- 
tient. The costs of medical education and re- 
search may well be deducted before the city or 
county bill is figured. Where then is the money 
to come from to defray the expense of educa- 
tion and research? It may come from the med- 
ical schools and universities in part. If the 
fountain of private gifts runs dry, nation or 
state may need to make grants for this purpose. 
In many states which support universities ap- 
propriations for such pu are regularly 
made now, though not to private hospitals ex- 
cept in the instances already quoted. It may 
be suggestive of one very good way to solve the 
problem of conducting a municipal hospital and 
keeping it free from politics and maintaining 
high standards of care if one studies what has 
been done by the City of Rochester, New York, 
at the Strong Memorial Hospital. There the 
City has given over the care and nursing of 
the patients, with many administrative func- 
tions, to the University Hospital and its Staff. 

It may be that hospitals should shoulder the 
burden of visiting the indigent sick in their 
homes. If this is done, the City ‘or County 
should reimburse the hospital for its payment 
to the doctors and nurses for the services ren- 
dered, always upon a per capita basis. 

Bequests and gifts to endowment and annual 
gifts for maintenance will always be required 
by voluntary hospitals, for they must build 
and renew to keep up with the progress of 
medicine and the needs of the community. Until 
municipalities and counties can be educated to 
pay for services rendered the indigent and until 
group hospitalization is installed in such a way 
that wage earners and people of moderate means 
may pay their bills on insurance principles, 
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large sums must annually be contributed to our 
voluntary hospitals, or many of them will be 
unable to continue. 

The question of the remuneration of physi- 
cians on the staff of the hospital for services 
1 in the care of indigent patients is a 

rdy perennial which flowers with especial 
vigor in hard times. It cannot be answered 
lightly, nor would the answer be the same in 
all voluntary general hospitals. In large teach- 
ing hospitals Chiefs of Staff and some of their 
assistants are paid salaries and included in 
their duties is the care of indigent patients in 
their wards. Even in these hospitals the bulk 
of the work in the routine care of patients both 
house and out-patients is done by a volunteer 
staff. It may fairly be argued that these men 
are amply repaid for their service to the poor 
by the opportunity which their position gives 
them to keep in touch with the advances in 
knowledge of their profession, to gain experi- 
ence and the prestige which their hospital con- 
nection gives them. When the staff is a closed 
one, its members may hold privileges of having 
patients in the private and semi-private wards 
which are of great value to them. 

These arguments would not hold so true of 
general hospitals where no teaching is done or 
research conducted. There are difficulties be- 
setting the path of paying the physicians caring 
for the indigent patients in these hospitals. If 
the hospitals in question be public hospitals 
there is the danger that paid positions upon the 
staff would become political plums and appoint- 
ments would be made not from merit but for 
political reasons. This is a real danger in pub- 
lie hospitals and to a lesser extent in volun- 
tary hospitals. What would be the source of 
the money for these payments? Certainly not 
from the funds of voluntary hospitals. A com- 
pelling reason for this answer is that such funds 
are non-existent. It would seem, then, that the 
only way that payment to the hospital doctor 
for his care of the indigent patient would be 
upon a per capita fee basis from tax funds. If 
this were done for voluntary hospital staffs the 
staffs of public hospitals would expect it and 
the way opened for a spoils system in our 
hospitals. e should think long and carefully 
before we s such a system. 

One might continue to speak of many other 
hospital activities that are in the air or are 
really taking place. A recent tendency in gen- 
eral hospitals to add psychiatric wards is to 
be noted. This encourages us to believe that 
progress in our knowledge of mental diseases 
may soon equal the advances made in our un- 
derstanding of other forms of sickness. Such 
information is far more likely to come to us 
when patients with early symptoms of mental 
trouble are hospitalized in a great modern gen- 
eral hospital where teaching and research are 
encouraged than when these patients are by 


themselves away from the experts u the 
other ills of the human body and from the lab- 
oratories in which these men work. Hospital 
councils are being formed with their 
planning as opposed to the unrestricted indl. 
viduality of the hospitals in the past. Mrs. 
Mary Hicks Bachmeyer, who has just made a 
report upon Hospital Councils to the Coun- 
cil on Community Relations and Administrative 
Practice of the American Hospital Association, 
says, Along with other agencies at the present 
time, hospitals must necessarily face some re- 
strictions of the right of individual institutions 
to do as they please. There is an increasing 
obligation upon institutions to adapt their pol- 
icies or programs to the needs and desires of 
the community. Given the fact that in many 
cities a large number of hospital beds are not 
occupied and that this condition existed before 
the depression, there can be no doubt that the 
supporting public will demand careful scrutiny 
of the use of hospital facilities and particularly 
of future expansions and re-locations. Rela- 
tionships between governmental and voluntary 
hospitals in many communities and of all hos- 
pitals to the organized medical profession are 
also problems of major importance at the pres- 
ent time. With none of these questions can in- 
dividual hospitals deal successfully while act- 
ing alone.’’ There can be little doubt that we 
shall see more community planning in the fu- 
ture than in the past and that hospitals like 
all men and other institutions must join in 
such planning. 

We might speak of the effect upon hospitals 
of the recovery acts passed by Congress in the 
last year or two, and the success of the Amer- 
ican Hospital Association in getting hospitals 
relieved from the application of many of them, 
the dangers to voluntary hospitals of extreme 
socialization by the extensive building of Fed- 
eral hospitals or possible attempts from Wash- 
ington to control the voluntary hospitals, of the 
studies now being made by the Council on Com- 
munity Relations of the American Hospital As- 
sociation in the way of standardizing and clar- 
ifying hospital procedures and the codperation 
with that Council of the College of Surgeons 
and the American Medical Association. Suffice 
it to say that all this indicates better hospital 
coördination, better planning and more mu- 
tual help by all professional groups connected 
with hospitals. 

The College of Surgeons and its distinguished 
President, Doctor Greenough, have set an ex- 
ample of willing codperation and helpfulness 
and hospital administrators are grateful to 
them. Just as in most individual hospitals, 
Staff and Administration are working harmoni- 
ously for the common good, so it should be in 
the broader field of the country-wide associa- 
tions. A beginning has been made; let us make 
sure that it continues. 
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BRITISH HOSPITAL CONTRIBUTORY SCHEMES* 
A Description of the Voluntary Hospital Insurance Plans Now 
Utilized by English Workmen and Their Families 
BY SYDNEY LAMB, M. B. R. 


planning my address I shall endeavor to ex- 
plain: 


(a) The changes which occurred in the 
financial position of the British Vol- 
untary Hospitals, consequent upon the 
changed economic conditions resulting 
from the European War, and the rea- 
sons which necessitated the change in 
their methods of obtaining Annual 
Revenue. 

The purpose of Voluntary Hospital 
Collecting Funds which were strength- 
—— to meet the new post-war condi- 


(b) 


(e) The results which have been achieved 
by this new method of Hospital finance. 

(d) The problems which have been cre- 
ated, and the difficulties which have 
yet to be surmounted. 


THE POST-WAR SITUATION 


With the changed economic conditions result- 
ant upon the War, the Voluntary Hospitals 
found themselves facing an entirely new set of 
conditions. The costs of every commodity, espe- 
cially drugs, dressings, and medical equipment, 
had considerably increased. The community 
was found to be making increasing demands 
upon the services of Hospitals. With an annual 
deficit of four million dollars, the Voluntary 
Hospitals were forced to make good these deficits 
by utilizing legacies which prudent Treasurers 
would have preferred to invest for endowment 
or utilize for capital purposes, and further to 
resort to borrowing from the Banks. Charitably 
disposed persons no longer possessed the same 
financial reserve as formerly and found them- 
selves compelled to curtail their subscriptions to 
Voluntary Hospitals. The new rich had not yet 
learned to use their newly acquired wealth in 
community service. The Hospitals found them- 
selves facing a very uncertain future. What 
was to be done? 

A commission appointed by the British Gov- 
ernment, under the Chairmanship of Lord Cave, 
to report on the problems of Voluntary Hospi- 


*Courtesy of the American 114 Association. Mr. Sydney 
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tals, made the following important recommenda- 
tions: 


(a) That it will in many cases be desirable, 
in order to avoid competing appeals by 
different Hospitals, that organized col- 
leetions (i.e., contributions from wage- 
earners ) should be made by some cen- 
tral body, such as a Regional Voluntary 
Hospitals Committee, on behalf of all 
the Hospitals in the area, and should 
be distributed among the Hospitals on 
some agreed basis. 

That these weekly contributions should 
not give the wage-earners any claim — 
priority of treatment — 

Hospital to be determined on — * 
considerations only. 

That it is essential to the success of the 
scheme that the contributing workmen 
should be given suitable representa- 
tion on the governing bodies concerned. 


(b) 


(e 


— 


About six and a half million employees are 
contributing regularly to the Voluntary Hospi- 
tals, representing (with their wives and chil- 
dren) about fifteen million people. On June 
25, 1934, there were ten million employed per- 
sons compulsorily enrolled under National 
Health Insurance in England, and as the Vol- 
untary Hospital Contributory Funds mainly in- 
clude persons insurable under the National In- 
surance Acts it will be seen that about two- 
thirds of the compulsorily insured population 
of the country are also entitled (with their de- 
pendents) to receive free Hospital maintenance 
as a right rather than be recipients of charity. 


THE DEVELOPMENT OF VOLUNTARY SCHEMES 


It was my privilege to be responsible for one 
of the earliest organized efforts to establish a 
Contributory Fund among employers and em- 
ployees in Sheffield in the year 1921. Notwith- 
standing a decade of unprecedented industrial 
depression, 200,000 employees have been en- 
rolled into a regular weekly Contributory Fund 
in that locality. A further experiment in the 
centralization of Hospital policy and Hospital 
finance was commenced under my direction in 


as addressed the 1927 on Merseyside, which includes the City of 
before | Liverpool, the County Boroughs of Bootle, Birk- 


enhead, and Wallasey, and their immediate en- 
virons, a total area of about 250 square miles. 
In 1933, the Merseyside Fund had enrolled over 


NO. 18 || 
— 
of the American Hospital Association and h 
annual convention in Philadelphia, Septembe 
— 


822 BRITISH HOSPITAL CONTRIBUTORY SCHEMES—LAMB N. B. J. OF N 
; NOV. 1, 1984 
274,000 contributors. In some communities the THE USE OF GOVERNMENT HOSPITALS BY 


contributors comprise almost the entire laboriug 
population. For example, in Birmingham 460,- 
000 contributors with their families are enrolled. 
The growth of the Hospital Saving Association 
of London deserves special record. Formed in 
1923, the income of 1925 was $340,000 from 
160,000 contributors. Ten years later the in- 
come rapidly grew almost tenfold to $3,200,000, 
with over one and a quarter million contributors. 
The Prince of Wales is patron of the London 
Association and the King’s Physician is its vice- 
president. The Association prints a substantial 
monthly magazine as its house organ. 

In the London organization some of the mem- 
bers join through their place of employment, 
but the majority, as in several other cities, are 
organized into groups. Each group has a ‘‘sec- 
retary’’ whose duty it is to stimulate interest, 
adjust minor difficulties and collect payments. 
The ‘‘group secretaries’’ serve voluntarily, and 
are especially active among contributors who do 
not contribute through their places of employ- 
ment, but as individuals through their secre- 
taries, who in turn pay the proceeds to the as- 
sociation. 

Another type of adventure with special in- 
terest is illustrated by the London, Midland and 
Scottish Railway Employees’ Hospital Fund ere- 
ated and conducted entirely by the interested 
and enthusiastic labors of Railway Directors 
and employees. Started in 1921 an annual in- 
come has been built up amounting to $877,800 
from about 250,000 employees of this British 
Railway in the interests of Hospitals. 


VALUE OF CONTRIBUTORY FUNDS TO VOLUNTARY 
HOSPITALS AND THE COMMUNITY 


The estimated average amount paid by Eng- 
lish Contributory Funds to the Voluntary Hos- 
pitals is about $10 a week, equal to about 70 
per cent of the actual cost of maintenance. This 
does not, of course, reimburse the hospitals for 
their services. But when one considers that Eng- 
lish workmen as a class paid considerably less 
than half the costs of services received before 
the contributing schemes were introduced, the 
voluntary hospitals may be regarded as profiting 
by the new plans. There is a growing conscious- 
ness that English Contributory Funds must ac- 
cept an obligation of meeting the full cost of 
maintenance of contributors in Voluntary Hos- 
pitals. A few schemes have done so. 

The Oxfordshire Contributory Scheme has 
always succeeded in making a payment to its 
Voluntary Hospitals of $17.50 per week per IN- 
Patient contributor hospitalized. The Wolver- 
hampton Fund meets the entire costs of Hos- 
pital service to contributors and leaves a gen- 
erous surplus toward the annual cost of treat- 
ment of its local sick poor. 


The Management Committees of the large 
contributory Funds in England have catered to 
the needs of contributors by admitting them to 
publicly owned Hospitals. The Local Govern- 
ment Act of 1929, which came into operation in 
1930, gave powers, for the first time, to Public 
Authorities in England to provide. general Hos- 
pital treatment for the community. Prior to 
that date general Hospitals were ewned by the 
Boards of Guardians under the Poor Law Acts. 
The admission of contributors to publicly owned 
hospitals was necessary in many of the large in- 
dustrial areas, such as London, Birmingham, 
Merseyside, Sheffield, where the Voluntary Hos- 
pitals have been unable to provide the hea 
capital costs of the additional general hospi 
accommodation needed by the community. 

Family doctors frequently arrange for the 
admission of contributors into publicly owned 
Hospitals for the treatment of acute illness. The 
Contributory Funds make arrangements with 
Public Authorities for their Contributors to be 
exempt from—(a) Investigation into their finan- 
cial circumstances, and (b) Payment or charge 
of any kind. 

Voluntary Hospitals owe a great debt to the 
Public Authorities for their ready and friendly 
codperation in regard to the establishment and 
conduct of Contributory Funds. The payment 
asked by Public Authorities from Voluntary 
Hospital Contributory Funds toward the cost 
of maintenance of a contributor in a Public Hos- 
pital is approximately the same weekly amount 
which the average workman could afford to pay 
to public funds if no Voluntary Hospital Con- 
tributory Fund existed. 

The persons eligible for participation in the 
contributory schemes for the most part are 
those who come within the national health in- 
surance income limit. The official policy of the 
British hospital Contributory Schemes Associa- 
tion is that all persons within the national health 
insurance income limit should ultimately sub- 
scribe, and that the total amount of their sub- 
scriptions should be sufficient to meet the full 


cost of maintenance in a voluntary hospital. The 


full cost ultimately should include a reason- 
able payment for the services of a practitioner 
to treat these patients. 

Two important groups are not now subscrib- 
ing to the Contributory Schemes and are not 
really eligible for their benefits. The first is the 
well-to-do, a relatively small group of private 
patients who use private accommodations and 
who are willing and able to make payment from 
their private fees. The other group is the un- 
employed and sick poor whose financial circum- 
stances are such that they are able to make lit- 
tle or no contribution when they are well or 
when they are ill. The costs of this group are 
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THE BRITISH HOSPITAL CONTRIBUTORY SCHEMES 
ASSOCIATION 


There are approximately 150 contributory 
schemes in England, and nearly every volun- 
tary hospital participates in the benefits of a 
_ contributory fund, either as a single institution 
with a limited number of subscribers, or as one 
of a group of hospitals serving an entire com- 
munity. The larger funds hold membership in 
the British Hospital Contributory Schemes As- 
sociation, which included about 130 schemes 
with about 6,000,000 contributors in 1934. At 
the Annual Conference in 1933 more than 100 
representatives from 45 different schemes were 
in attendance. 

The secretary to the association acts in an ad- 
visory capacity to the officers of local schemes, 
codrdinates the activities of the various funds 
with the interests of other professional groups, 
accumulates statistics for comparative purposes, 
advises on the development of reciprocity be- 
tween funds, and conducts a clearing house for 
the exchange of information. 


ATTITUDE OF THE BRITISH MEDICAL ASSOCIATION 


The contributory schemes have been devel- 
oped for payments to hospitals, and consequent- 
ly they have not directly affected the private 

ractice of physicians. However, the British 

edical Association has taken an active inter- 
est in administration of the plans, and has co- 
öperated actively in maintaining a high stand- 
ard of professional services for contributors who 
previously had sought their hospital and medi- 
cal care as recipients of charity. 

The value of the insurance principle in the 
payment of hospital bills has been officially en- 
dorsed by the British Medical Association. As 
the original contributory schemes have come 
nearer to paying the full costs of medical care, 
the doctors have asked, and rightly so, that a 
portion of the contributors’ funds be used for 
the reimbursement of attending physicians and 


surgeons. 

At the 1933 annual meeting of the British 
Hospital Contributory Schemes Association two 
official representatives of the British Medical 
Association participated in the program and ad- 
vocated extension of the contributory scheme to 
the middle classes. Dr. Peter McDonald, chair- 
man of the Hospital Committee of the British 

edical Association, said among other things 
at that time: 

„My association has had it brought home that 
serious illness, especially illness involving at- 
tention in nursing homes or in pay beds at hos- 
pitals, imposes a breaking strain on persons of 
moderate incomes. 

It is at present exploring the possibilities 


of the establishment of Provident Schemes, 
of the extension of the relatively few and small 
existing Provident Schemes, whose object, or 
chief object, will be to pay for persons who have 
to go as in-patients to pay beds at hospitals or 
to nursing homes. . . . This has not yet been 
made a part of the policy of my association, but 

. I have great hopes—indeed, confident hopes, 
—that the sort of thing I am indicating will at 
an early date meet with the approval of my as- 
sociation and with that of the surgeons and 
other practitioners concerned.’’ 

At the annual meeting of the British Medical 
Association, July, 1934, the profession decided 
to approve a model hospital scheme adaptable 
to any area for the provision of hospital serv- 
ices on a contributory Fund principle for per- 
sons of moderate means. This recently approved 
contributory fund includes married men with 
incomes of £500 or $2,500 per year and unmar- 
ried men with incomes of £350 or $1750 a year. 
The fund makes payments on behalf of each 
patient for nursing and maintenance of $25 per 
week for a maximum of three weeks and a pay- 
ment to the physician or surgeon averaging $80 
for each case. These are inclusive charges, no 
3 soi is payable by the contributor or by 
the fun 


INCOME LIMITATIONS UPON SUBSCRIBERS TO 
CONTRIBUTORY SCHEMES 


As previously stated, most of the Contributory 
Schemes have not been financially self-support- 
ing; consequently, there has been a tendency 
to limit the benefits to people of small incomes. 
The contributors receive free care from the at- 
tending staffs of the hospitals, although pro- 
cedures are in effect in some places by which 
members of the hospital staff are paid from the 
contributing funds. The British Medical As- 
sociation has for many years urged that only 
persons within certain income limits should be 
entitled to the free hospital privileges of or- 
ganized contributory funds. 

A few of the older contributory funds have 
not established income limits, but the larger and 
more recently established funds, notably the 
Hospital Savings Association of London, and 
the Merseyside Contributory Fund, have adopted 
the limits of income La by the British Med- 
ical Association, which are essentially as fol- 
lows : 

Unmarried persons without dependents, £4 or 
$20.00 a week. 

Married couples without dependents, £5 or 
$25.00 a week. 

Married with a dependent, £6 or $30.00 a 
week. 


The of the Merseyside Fund re- 
quire that a contributor must „ an explana- 
tory note from his family doctor except in cases 
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of casualties and emergencies. The British Na- 
tional Health Insurance provides for the serv- 
ices of general practitioners, but does not cover 
specialists’ services or institutional care for in- 
sured persons. Nor does the national plan pro- 
vide any services whether for dependents or in- 
sured persons. Consequently many voluntary 
hospitals provide much medical and surgical 
service to the families of the lower paid wage- 
earners who for economic reasons may be pre- 
vented from purchasing such services from a 
medical practitioner. A certain number of de- 
pendents of contributors apply for general med- 
ical services at the out-patient departments of 
the participating hospitals in the contributory 
schemes. This fact gave rise to the require- 
ment of the certificate from the family doctor. 

A dependent is defined by the Merseyside 
Hospitais Council Contributory Fund as a 
‘‘relative resident with and wholly dependent 
upon the earnings of the contributor’’. 


RATES OF CONTRIBUTIONS AND HOSPITAL 
BENEFITS 

Weekly contributions vary from one com- 
munity to another. Some of them are organ- 
ized on a uniform basis, some of them as a pro- 
portion of the wage system. here they are 
established on a uniform basis, the usual ar- 
rangement is 3d. per week, with the possibility 
of an additional penny a week paid by the em- 

loyer himself. The rate of 3 pence is applied 
Birmingham, in London, and for the rail- 
way system previously described. In Oxford 
the contributory scheme is at the rate of 4 
pence per week. In Sheffield and in the Mer- 
seyside Hospital Council the plan of one pen. 
ny in the pound' is used, with an additional 

y a week from the employer. 

Contributors are entitled to hospital benefits 
when they present a hospital ‘‘voucher’’ placed 
in their hands by their employer, or a ‘‘group 
secretary’’. Admission may be obtained only 
on recommendation of a practicing physician, 
but without the possession of the ‘‘voucher’’ a 
subscriber is not eligible to the free services of 
the plan. The benefits received by contributors 
are as follows: 

1. In-patient service. 

2. Out-patient service, except that more 

than one call may not be made without 

special recommendation of the attend- 

ing physician or family doctor. 
. Convalescent and after-care. 
Special treatment for rheumatism and 
like diseases. 
. Extra nourishment (eggs, milk, butter, 
ete.) for a period of six weeks. 
. Surgical appliances. 
Assistance to mothers in times of acute 
illness. The council will look after the 


An 


home while the mother is away or will 
place children under suitable care. 
8. Financial assistance and clothing. 
9. Home visits by home visitors. 
10. Motor transport by voluntary car own- 
ers during the night hours for relatives 
of dying patients and for blood donors. 


Ambulance service. - 


Home nursing on the recommendation 
of a practicing physician. 


The contributory funds themselves accept 
no responsibility for certification for admis- 
sion. The decision as to whether there should 
be immediate admission to a voluntary partici- 
pating hospital is in the hands of the f 
doctor and the hospital doctor. 

The English Contributory Schemes accept 
the responsibility of payment only for such 
cases as would be medically eligible for admis- 
sion to a voluntary general hospital. Through 
public funds and through state and municipal 
hospitals, the government has accepted the re- 
sponsibility for certain other types of chronic 
and long-stay illnesses. For this reason there 
are excluded from the British Contributory 
Schemes treatment of such sick conditions as tu- 
berculosis, mental disease, infectious disease, 
senility and chronic and incurable diseases, ill- 
nesses dealt with by school clinics—such as treat- 
ment for tonsils and adenoids, ringworm, and 
eye testing. 


ORGANIZATION OF HOSPITAL CONTRIBUTORY 
FUNDS 


The contributory schemes are usually organ- 
ized on a community basis, as civic movements 
under the sponsorship of many important agen- 
cies. A ‘‘council’’ guides the activities of col- 
lecting funds from subscribers and making pay- 
ments to the participating hospitals. Usually 
there is free choice, not only among participat- 
ing institutions, but voluntary hospitals every- 
where. 

An illustration of the agencies represented in 
the administration and control of a contribu- 
tory scheme may be taken from that of the Mer- 
seyside Hospitals Council which contains repre- 
sentatives from the following groups: hospital 
management boards, hospital medical staffs, em- 
ployers, organized labor, churches, universities, 
municipal hospitals, and other agencies. The 
administration of the Council controlling the 
contributory fund is carried on by a group of 
committees, each one under the supervision 
the executive secretary of the Council who is a 
full-time employee. These committees include 
those for general purposes, finance, hospital or- 
ganization, ambulance, distribution, extension 
and publicity, convalescent and after-care, hos- 
pital Sunday appeals committee. The Council’s 
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administrative staff is made up of a group of de- 
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partments, each with its own appropriate cleri- 
cal staff for secretarial work, accounting, am- 
bulance transport, publicity, and convalescent 
and after-care, etc. 

When collections of funds are made through 
— deductions, the employer of labor partic- 

tes greatly in making the plan a success. 
he activities of the labor employer in connec- 
tion with a fund include the following: (1) giv- 
ing facilities to the Council’s staff to meet and 
address employees; (2) collecting employees’ 
contributions at the rate of a penny in each 
pound (or some agreed amount) of their earn- 
ings through the wage offices; (3) making an an- 
nual subscription (in over 90 per cent of the 
firms) equal to one-third of the total contribu- 
tion; (4) sending the contributions at regular 
intervals to the central fund; and (5) issuing 
free hospital vouchers for in-patient and out- 
patient service to contributing employees and 
their bona fide dependents. 

In Liverpool, the original contribution of one 
penny in the pound has not been sufficient to 
cover the whole cost, due to the low rate of con- 
tribution. 


The most productive and economical plan of 
collecting hospital contributions has been to ask 
the employer to collect them from the wages or 
salaries of the employees. Under any alterna- 
tive scheme of collection it is unlikely that as 
many persons would be enrolled, although in 
non-industrial communities astonishingly large 
numbers of contributors have joined ‘‘groups’’ 
and made their contributions through group sec- 
retaries. 

Arrangements have been made in most of the 
contributory schemes to take care of unattached 
contributors who cannot contribute through em- 
ployers, such as domestie servants, individual 
craftsmen, assistants in suburban shops, and 
state pensioners. These individual contribu- 
tors are asked to pay a larger rate because of 
the absence of the employer’s contribution. They 
are also required to wait some months before 
they are entitled to any of the free hospital 
privileges. The first provision reduces the over- 
head costs of taking care of a large number of 
contributions. The second avoids the difficulty 
of adverse selection from individual subscribers 
who might expect to receive hospital care short- 
ly after their enrollment. 

Usually no person employed in an establish- 
ment of ten employees or more is allowed to be- 
come an individual unattached contributor. In 
such cases, the employer is persuaded if possi- 
ble to operate the fund officially from the place 
of employment. 

There is a careful selection of approved, well- 
conducted shops which act as receiving depots 
for contributions from unattached contributors. 


There are 480 of these receiving depots in Liver- 
pool and the Merseyside district which receive 
payments from 40,000 individual contritators 
as a voluntary service without payment of any 
kind. Each shop is given a six weeks’ supp 

of stamps and each contributor is supplied wi 

a separate contribution card. When he makes 
his weekly or monthly contribution to the depot, 
he receives stamps which are affixed to his card. 


SUGGESTED CHANGES IN THE EXISTING PROCEDURES 


There is some question as to whether it is de- 
sirable to include out-patient service in the ben- 
efits of the hospital contributory scheme. Like- 
wise the question may be raised whether it is 
appropriate to include maternity care in a con- 
tributory plan of this kind. At the present time 
in England every employed woman, and the 
wife of every employed man, can secure a grant 
of two guineas from the National Health In- 
surance fund for the costs of childbirth which 
partly meets the cost for the average wage- 
earner for maternity care in English hospitals. 

Certain problems remain in the plan. One 
is the financial payment of hospital medical 
staffs. This is gradually being solved by the 
raising of contributions, and the establishment 
of Provident Schemes for the middle classes. 
Another is the eoördination of hospital services 
among the various institutions in the commu- 
nity, not only voluntary but publicly supported 
municipal institutions. Such codrdination re- 
quires both tact and administrative ability. Ree- 
iprocity between different contributory funds 
is becoming the rule rather than the excep- 
tion. 


SUMMARY AND CONCLUSIONS 


There are at the present time in Great Brit- 
ain over six and one-half million subscribers 
to British Hospital Contributory Schemes who 
with their dependents comprise approximately 
40 million individuals, assured of hospital care 
in ease of necessity without additional cost to 
themselves. 

Up to 1920, workmen or people of limited 
means and their families were accustomed to re- 
ceive hospital care in public hospitals or in pri- 
vate voluntary hospitals and were expected, if 
possible, to make some voluntary contribution 
at the time of their discharge after receiving 
hospital care. It was customary also for in- 
dividual hospitals to make drives for funds 
through small contributions from larger num- 
bers of people as well as large contributions 
from the well-to-do. Consequently, it was de- 


cided to make a systematic canvass of the em- 
ployees of each community, asking them to make 
regular contributions and guaranteeing them in 
return hospital care if necessary without special 
financial investigation. 

It was not originally intended that the sub- 
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scriptions from the workmen and people of 
imited means would suffice to cover the costs 
of hospital care that they would receive. It 
was felt, however, that the contributions re- 
ceived in this way would be much greater in 
total than the meagre voluntary contributions 
made by these people at times of hospital ill- 
ness. The British Hospital Contributory 
Schemes were not primarily insurance plans 
for distributing the cost of medical care among 
people accustomed to paying hospital bills at 
the time of their si 
Large numbers of employed persons are un- 


able to meet any or more than a fraction 
the cost of hospital care at the time of an 
illness. The experience of the schemes indicates 
clearly that these same persons can contribute 
to a plan of group budgeting a substantial 
share of the costs received by those in the groups 
requiring hospital care. 

The hospital contributory schemes are official- 
ly and enthusiastically endorsed by the British 
Medical Association, which also recommends that 
self-supporting plans for the ‘‘middle-classes’’ 
be adopted throughout the country. 


THE RED CROSS REACHES INTO MILLIONS 
OF HOMES 


The Red Cross—as a symbol of service or a sym- 
bol of mercy—touches the lives of millions of Amer- 
icans. 

In five years of economic depression and partial 
recovery Red Cross has given direct relief to one out 
of every five persons in the United States. These 
were victims of unemployment, drought, tornado, 
flood, earthquake and other catastrophes. 

An average of 100 disasters each year call for Red 
Cross aid to thousands of sufferers, who are given 
food, clothing, shelter, medical aid and help in re- 
gaining self-support. 

More than a million men and women, boys and 
. girls, wear the insignia of Red Cross Life Saving or 
First Aid. These safety services were taught this 
year to 70,000 men employed on federal relief projects 
and to key men in every Civilian Conservation Camp. 

Each year a quarter million disabled ex-service 
men and dependents, and men in the regular Army, 
Navy and Marine Corps and their families receive 
the friendly assistance of the Red Cross worker. 

Red Cross public health nurses visit the sick in 
city and rural homes. They have aided at the birth 
of more than 19,000 babies during the depression 
years and also made 1,289,000 visits to or in behalf of 
more than 100,000 maternity cases. Thousands of 
children reached by these nurses have had condi- 
tions of malnutrition discovered and checked. 

In homes and in institutions the blind are fur- 
nished with Braille literature through the skill of 
Red Cross Braille workers who print thousands of 
these books. 

Almost 7,000,000 school boys and girls, members 
of Junior Red Cross, wear buttons with the motto 
“I Serve.” 

To carry on this humanitarian work more than 
100,000 men and women volunteer their services 
through the 3,700 Chapters and 10,000 Red Cross 
branches which cover the nation. 

Four million men and women join the Red Cross 


as members every year. Their membership dues 
furnish the funds for Red Cross work. 


BOGUS “WARM SPRINGS CRYSTALS” RUN 
AFOUL FOOD AND DRUGS ACT g 


One man has been sentenced to a year in a Federal 
penitentiary and two others are awaiting trial on a 
charge of conspiring to violate the Federal Food and 
Drugs Act by advertising and selling “Warm Springs 
Crystal Compound” as coming from the springs by 
that name in Georgia, when as a matter of fact the 
“crystals” did not come from that source and were 
only a simple laxative, composed of Glauber’s salts, 
similar in action to Epsom salts. The “crystals” 
cost only a few cents a pound and sold for a dollar 
a pound. 

In their literature, their correspondence with 
agents, and especially in conversation with cus- 
tomers, the Warm Springs Crystal Company sought 
to use to commercial advantage the name Warm 
Springs. Salesmen were urged to point out the bene- 
ficial effects of the springs. The company and its 
“crystals” were disavowed in the beginning by the 
Warm Springs Foundation as having no connection 
with the springs other than that the office was set 
up in the same town. 

When the “crystals” began to move into inter- 
state commerce, members of the company were ar- 
rested and indicted by a grand jury. Quantities of 
the compound were seized at the instance of the 
Food and Drug Administration because of misbrand- 
ing under the Food and Drugs Act. Seizures were 
made at El Paso, Oklahoma City, Los Angeles, San 
Francisco, Louisville and Paducah, Ky.; Cincinnati, 
and Shreveport, La. 

Members of the company were W. C. Dunham, 
Macon, Ga., who entered a plea of guilty and was 
sentenced to a year in the penitentiary; Curtis J. 
Hazelrig, Atlanta, at liberty under bond and Mallory 
H. Taylor, Jr., Macon, in jail at that place because 
of inability to make bond.—Bulletin, U. S. Dept. of 
Agriculiure. 
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ANTE MORTEM AND POST MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep sy Ricwarp C. Casot, M.D. 


CASE 20441 


An eighteen-year old Jewish male college stu- 
dent entered complaining of chills, fever and 
stupor of one week’s duration. 

The patient had always been very healthy and 
about six months before entry had satisfactorily 
passed an examination for life insurance. Ten 
days before admission he drank some water from 
a well at camp. Several other people had drunk 
this water and were all apparently well. The 
following evening he went to a dance but felt 
indisposed. He felt chilly on the way home 
that evening but had no definite shaking chill. 
Later that evening he vomited. He slept con- 
tinuously for thirty-three hours, and when he 
awoke felt quite well. He refused his supper 
that day, remained in bed, and had a definite 
shaking chill followed by a drenching sweat. 
He felt better the next morning but remained in 
bed. A physician made a diagnosis of malaria 
and treated him with quinine. During the five 
days before entry he had a low morning and a 
high evening temperature. The fever continued 
and his physician suspected typhoid fever. A 
Widal test was negative. He subsequently de- 
veloped headache. 

His family and past histories are non-con- 
tributory. 

Physical examination showed a well-developed 
and healthy appearing young man sitting up in 
bed with his arms behind him, holding his back 
straight. The alae nasi were active. His neck 
was stiff; his skin moist and hot. In the left 
fundus was a hemorrhage in the course of an 
artery. There was a petechial hemorrhage in 
the right lower eyelid. The pharynx was red. 
The lungs were clear. The heart was of normal 
size. There was a blowing soft systolic and 
diastolic murmur at the base, especially at the 
left first interspace. A third sound was heard 
at the apex. The spleen was not felt. The knee 
jerks were sluggish. There was no Kernig 

The temperature was 104.8°, the aa 108. 
The respirations were 25. 

Examination of the urine was negative. Ex- 


amination of the blood showed a red cell count 
of 4,480,000, with a hemoglobin of 80 per cent, 
and a white cell count of 24,400 with 93 per 
cent polymorphonuclears. A lumbar puncture 
showed slightly turbid ground glass fluid with- 
out any clot, The dynamics were normal. The 


aluminum sulphate and alcohol tests were slight- 
ly positive. The total protein was 50 milligrams, 
sugar 81 milligrams. The gold sol was 
4433321100. There were 1410 white blood cells, 
96 per cent of which were polymorphonuclears. 
There were 1270 red blood cells. A gram stain 
showed numerous gram positive diplococci. A 
culture, however, showed no growth. A blood 


culture showed streptococcus viridans. A throat 


culture was negative for streptococcus hemolyt- 
icus and meningococcus. A Hinton test was 
negative. 

He continued to run a very high temperature, 
reaching as high as 106.2° and rarely below 104°. 
His pulse ranged between 110 and 130 and his 
respirations were between 25 and 30. He was 
given ant occus serum intraspinally on 
the day of admission before cultures were re- 

ported. On the third day the index finger of 
the left hand was tender and the tip of the mid- 
dle finger of the right hand showed purplish 
minute spots. The left conjunctiva showed a 
fine petechial hemorrhage. The spleen was not 
felt. The following day the aortic diastolic 
murmur was less marked. A neurological con- 
sultant upon examination found stiff neck and 
pupils that were slightly smaller than normal 
but equal. There was no strabismus or ptosis. 
There was a coarse, slow nystagmus to the right, 
left and up. The knee jerks and ankle jerks 
were a little more active on the right. The ab- 
dominal reflexes were absent on the right and 
only slightly active on the other side. The plan- 
tars pointed downward. He rapidly failed and 
died on the fifth day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Gral Buake: Six months before 
entry the patient satisfactorily passed an ex- 
amination for life insurance. The significance 
of that statement is that there were no heart 
murmurs heard at that time. 

In adults as well as children severe infections 
are sometimes ushered in by vomiting rather 
than chills. This patient appeared to be such 
a case. 

A long sleep of thirty- three hours followed 
by vomiting suggests involvement of the brain 
or meninges; or a very marked degree of tox- 
emia. I think this sequence of events suggests 
malaria enough to make the obvious therapeutic 
test of quinine worth doing. 

In the absence of any definite signs, malaria, 
or poliomyelitis, or septicemia would appear to 
be the most likely diagnosis at the early stage; 
but the persistence of the fever following the 
use of quinine and the continued absence of 
definite physical signs would naturally make one 
consider typhoid, and the other infections caus- 
ing prolonged fevers have to be borne in mind. 
The negative Widal test at the end of nine days 
is not completely satisfactory in ruling out 


1 — 
CASE RECORDS 
of the 
MASSACHUSETTS GENERAL 
HOSPITAL 


twenty-four hours. 
I think it should be noted that the headache 


lowing the onset of the illness. 

The temperature and the white count with 
ninety-three cent polymorphonuclears on 
admission verify the impression that he had a 
severe infectious process. Neither malaria nor 
= should be further considered. 

ore grouping the signs and symptoms at 
entrance, I would emphasize the stiffness of the 
neck and holding the back straight as pointing 
to meningitis or poliomyelitis. The alae nasi 
were active, indicating an effort to help respira- 
tion and the respiratory rate was 25, although 
the lungs were clear. Here is a definite sugges- 
tion of impairment of the function of the dia- 
phragm and again makes one think of poliomyel- 
itis. The pharynx was red; a common finding 
in poliomyelitis, but also too common in other 
diseases to be of much diagnostic significance. 
We must therefore seriously consider poliomyel- 
itis as a possible diagnosis at entrance. How- 
ever, the lack of evidence of further embar- 
rassment of the respiration and further paraly- 
sis, and the other later findings, make it un- 
necessary to retain poliomyelitis as a diagrosis 
in this case. 

The signs and laboratory findings while in the 
hospital divide themselves into two groups, one 
the central nervous system and the other the 
heart and circulation. We find stiffness of the 
neck, pain in the spine, active alae nasi, in a 
patient with no pathology in the lungs, slug- 
gish knee-jerks, and changes in some of the 
other reflexes. The spinal fluid was turbid, 
and showed 1400 white cells, 96 per cent poly- 
morphonuclears, 1270 red cells, increased total 
protein, a slightly high sugar, and a luetie type 
of goldsol. Such a fluid is possible in luetic 
meningitis, in poliomyelitis, possibly, with a 
brain abscess, and with meningitis due to other 
organisms than the tubercle bacillus. It is not 
typical of any one type. The lack of evidence 
of intracranial pressure is against abscess ex- 
cept in the anterior or posterior fossae. The 
goldsol could be found in other conditions as 
well as lues. The blood Hinton is negative. The 
changes in the reflexes show no more than might 
be expected from either meningitis or polio- 
myelitis. It is surprising that the dynamics were 
normal in the presence of such a fluid. I should 
expect increased pressure and I should also ex- 
pect a positive Kernig. From these findings 
alone one cannot rule out a non-tuberculous 
meningitis or poliomyelitis. 

There is still the possibility of brain ab- 
scess. A gram-positive diplococcus might be 
pheumococcus or streptococcus viridans. 

Turning to the heart and circulatory system, 
we find a blowing systolic and diastolic at the 


1 
middle finger and left index finger, and 
later a diminution of the diastolic murmur, and 


a positive blood culture of yy viri- 
dans. The spleen ‘might have bee enlarged, 


a satisfactory picture of bacterial endocarditis, 
either acute or subacute, with emboli diffusely 
distributed from the aortic valve. A strepto- 
coecus meningitis resulting from the blood 
stream infection is the most reasonable expla- 
nation of the symptoms in the central nervous 
system in this ease. I would therefore make the 
diagnosis of bacterial endocarditis, streptococ- 
eus viridans, with multiple emboli, and strep- 
tococeus meningitis. 

Dr. Tracy B. Mattory: Dr. Richardson, 
you saw this patient in the ward. 


Dr. Wyman Ricnarpson: I was fortunate in 
seeing this patient with Dr. Holbrook in the 
emergency ward when he came in. It was a very 
interesting problem at that time. I thought he 
had a septicemia. I thought he might have 
something in his lungs at the time and I was 
inclined to discount the aortic murmur. I did 
a very careful physical and found nothing. Dr. 
Holbrook pointed out the lesion in the ocular 
fundus to me. He made the definite diagnosis 
at the time of bacterial endocarditis. Later on 
when the emboli appeared the diagnosis be- 
came more evident. 


Dr. Matitory: Have you any suggestions, 
Dr. Means? 

Dr. Means: I was interested because the East 
Medical Service recently showed at the medital 
staff conference a case that had striking simi- 
larities to this one. The patient came in with 
a picture of meningitis and turned out to have 
bacterial endocarditis. 

Dr. A. A. Holnnook: The patient of whom 
Dr. Means speaks came in three weeks ago with 
evidence of an established meningitis. His ill- 
ness had begun two weeks before with pains in 
the knees and ankles, fever and sweating. There 
was a past history of rheumatic fever fourteen 
years before. The heart showed a loud blow- 
ing aortic diastolic murmur and the blood pres- 
sure was 140/60. Lumbar puncture showed an 
elevated cell count. A streptococcus viridans 
was recovered from both the spinal fluid and 
the blood stream. 

Dr. Mauiory: It is evident that this patient 
also shows a combination of bacterial endocar- 
ditis and meningitis. However the previous his- 
tory of rheumatic fever and the long duration 
of the meningitis over three weeks with the pa- 
tient still alive is more like the usual course 
of viridans infections rather than the fulminat- 
ing course which to-day’s patient presented. 
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did not appear until more than nine days fol- Be 


CuinicaL Dracnosis 
Acute bacterial endocarditis. 
Dr. BuAKE’s DIAGNOSES 


Bacterial endocarditis, streptococcus viridans. 
Streptococcus meningitis. 


ANATOMIC DIAGNOSIS 


Acute bacterial endocarditis, streptococcus 
viridans. 


PatHuo.ocic Discussion 


Dr. MAttory: The autopsy was unfortunate- 
ly limited to examination of the heart. This 
case was distinctly unusual in some of the 
pathologie findings. The diagnosis of acute bac- 
terial endocarditis is undoubtedly correct. We 
found large vegetations on both the aortic and 
the mitral valves. On the other hand it is un- 
usual to have an acute endocarditis with a strep- 
tococeus viridans, which usually produces the 
subacute type of lesion. There is absolutely no 
trace on either of the two involved valves of a 
previous rheumatic lesion such as one almost 
invariably finds in viridans infections of the 
valves. Also with the viridans infection one 
very rarely gets metastatic sepsis, Various em- 
bolic manifestations, even emboli in the spleen 
and kidney large enough to produce infarcts, 
are of course almost the rule, and yet they 
very seldom break down to form abscesses; 
and meningitis is a very unusual complica- 
tion. The organism in this case behaved like 
an extremely virulent one and yet in life, in 
the blood and the spinal fluid, and, after death, 
from the heart we were never able to culture 
anything but a typical streptococcus viridans. 
The story and pathologic findings would be much 
more consistent with a hemolytic streptococcus, 
a pneumococcus or a staphylococcus. 


CASE 20442 
PRESENTATION OF CASE 


An Italian widow fifty-three years old entered 
complaining of difficulty in walking of three 
months’ duration. Most of the detail of the his- 
tory was given by her son and daughter. 

Her first symptom, stomach pain, began more 
than two years before admission. Two years 
before entry she had numbness on the lateral 
aspects of the heels. About the same time her 
ankles were swollen in the evening. Both symp- 
toms disappeared after six weeks. She was then 
well until five months before entry, when her 
acute illness began with nervousness, weakness 
and moderate pain in both calves. She went to 
bed. During this time she had pus in her urine 
for a month. This cleared, and she felt well 
and walked about for two weeks. Three months 


and a half before entry the pyuria recurred 
and she felt weak and went to bed again. Then 
the urine was clear for a few weeks. Begin- 
ning two months before entry she spent a month 
in a hospital. A diagnosis of pyelonephrosis, 
psychoneurosis and oral sepsis was made. The 
blood showed secondary anemia. The non-pro- 
tein nitrogen was 20. One month before entry 
she could not sit up alone. A week later she 
had fever, slight dry irritative cough and a re- 
currence of pyuria. Following this she could 
not move her legs. She had had occasional 
numbness and tingling of the fingers. Recently 
she had had great pain in the pelvis on urina- 
tion, disappearing on passing large amounts of 
urine. For two weeks she had been incontinent 
of urine and feces. A week before entry her 
rectum was impacted. This was relieved. She 
had had a recent weight loss of thirty or forty 
pounds. 

The family history and past history were neg- 
ative. She had always been well and had had 
no dyspnea on going up three flights of stairs 
six months before entry. 

Physical examination showed a fairly well- 
nourished woman lying comfortably in bed. The 
skin was dark, with a yellowish pallor. There 
was an atrophic scar two centimeters in diam- 
eter on the right arm and a vesicle one cen- 
timeter in diameter surrounded by an inflamma- 
tory reaction on the dorsum of the right foot. 


On the left forearm was a subcutaneous nodule, 


smooth and attached to the underlying tissues. 
The spine was flexible; she could not sit alone. 
The apex impulse of the heart was not seen or 
felt. There was no enlargement to percussion. 
The action was regular. The sounds were of fair 
quality, the pulses normal. The blood pressure 
was 95/65 to 90/60. The liver was enlarged 
three fingerbreadths in the anterior axillary 
line and slightly tender. The edge was felt. 
The tip of the spleen was felt on inspiration. 
The anal sphincter was lax and toneless. There 
were poor urinary control and occasional incon- 
tinence. Pelvic examination showed rectocele 
and a lacerated cervix. The pupils were nor- 
mal. The reflexes were absent or markedly di- 
minished below the shoulder girdle. There was 
bilateral Babinski. 

Neurological examination showed the cranial 
nerves negative. There was weakness of the 
trunk muscles below the shoulder girdle and 
flaccid paralysis of the legs, which showed di- 
minished postural sense, vibration sense and sen- 
sation to pin prick. 

The urine was normal in amount, specific 
gravity 1.012 to 1.020; there was a slight trace 
to the slightest possible trace of albumin at all 
of four examinations. The sediment showed one 
to eight white blood cells at three of four ex- 


‘aminations (no catheter specimen) and one or 
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two red cells once; no casts. Blood examination 
showed 7,300 to 18,400 white cells, 73 per cent 
polymorphonuclears, 2,540,000 reds, hemoglobin 
70 per cent. The smear showed no achromia, 
many small and large cells, some dumb-bell and 
pointed shapes, platelets normal. Two later 
smears showed 3.8 to 4.5 per cent reticulocytes. 
The red blood cell volume index was 1.01. A 
Hinton test on the blood was negative. The 
non-protein nitrogen was 27. The icteric in- 
dex was 5. A van den Bergh was normal, in- 
direct. A lumbar puncture at entrance gave 
12 cubic centimeters of clear colorless fluid at 
an initial pressure of 80, final pressure 0. The 
hydrodynamics were normal. The total protein 
was 37, the colloidal gold 0001110000, sugar 
43.5. Wassermann, alcohol and ammonium 
sulphate were negative. On gastric analysis 
the fasting contents of the stomach were 15 cubic 
centimeters of cloudy yellow fluid, free acid zero, 
total acid two. Test meals at half an hour and 
an hour each showed fluid of the same color, 
free acid zero, total acidity 3. Guaiae and 
microscopic examinations were negative on all 
three specimens. 

The temperature was 98.7° to 102.7° with a 
rise to 107° the day before death. The pulse 
was 87 to 151, the respiration 20 to 51. 

X-ray examination showed slight curvature 
of the spine to the right in the middorsal re- 
gion, a small area in the fifth to sixth dorsal 
interspace having the density of calcification, 
and spur formation in the dorsal and lumbar 
spine consistent with hypertrophic arthritis. A 
flat plate of the abdomen showed a large amount 
of gas in the bowel, some apparently in the 
small bowel. The outline of the left kidney 
was obscured by gas. The chest showed dia- 
phragmatie motion on both sides; no gross le- 
sions, but the film was underexposed. At a 
second chest examination the diaphragm was a 
little high on both sides, the aorta somewhat 
tortuous; no evidence of disease in the chest. 
At a third examination there was no definite 
change, though interpretation was not reliable 
owing to respiratory motion. The diaphragm 
— * well. The examination was essentially 


that there was some cystitis as a result 
of the inlying catheter. He found a palpable 
mass in the right upper quadrant, but thought 
that before doing a cystoscopy to rule out the 
right kidney as a possible source of infection 
they should wait until the patient was in bet- 
ter condition. 

Beginning the third day the patient ran a 
fever of about 102°, with rapid shallow respira- 
tions. On the fifth ‘day she began to show large 
transient urticarial wheals, apparently without 
symptoms. On the seventh day there was some 
dullness along the medial border of the right 


perature rose to 105°, the pulse to 140 
respiratory rate to 51. 
found only suppressed breathing over the right 
lung. X-ray examination was negative. 
following day the patient was extremely ill, with 
a temperature of 107°, pulse 140, respirations 
falling, and cyanosis in spite of an oxygen tent. 
There was increased dullness over the two lower 
lobes, with distant breath sounds and numerous 
medium moist rales. 


low. The pulse was rapid and of poor quality. 
The following morning, nine days after entry, 


Dr. Maurice Fremont-Smitu: The initial 
complaint makes us think of something interfer- 
ing with the posterior tracts. When people com- 
plain of difficulty in walking we should first 
think of some condition causing ataxia, such as 
tabes or combined system disease, possibly mul- 
tiple sclerosis. However, pain in the stomach 
proves actually to have been the first symptom. 
First symptoms are very important. When we 
see patients it is well to try to carry them back 
to the beginning and say, ‘‘ Before that did you 
notice anything else wrong?’’ and sometimes a 
symptom that happened ten years before may 
give you a clue. I am thinking of multiple 
sclerosis, in which a patient may tell you he 
had double vision years before, and thus give 
the clue that makes diagnosis possible. Here 
we have stomach pain. How could. that fit in 
with the chief complaint, her difficulty in walk- 
ing? It is possibly consistent with tabes, but 
to have stomach pain as the first symptom of 
tabes would be unusual. This symptom comes 
most often during the course of the established 
disease. 


How about combined system disease? In 
pernicious anemia gastric symptoms are not un- 
common,—anorexia, gas, discomfort in the ab- 


domen and sometimes pain. Sometimes epigas- “ 


tric pain in pernicious anemia may be an out- 
standing symptom, although usually it is de- 
scribed as not being very severe. Nevertheless 
it is possible that we are dealing here with perni- 
cious anemia and combined system disease. 
Numbness in the lateral aspects of the heels 
would go with a lesion interfering with the pos- 
terior tracts. Most of the tactile sensory paths 
go up through the posterior columns, and there 
are also some superficial sensory tracts which go 
up not in the posterior columns but in the 
lateral portion of the cord, together with the 
sensations of pain and temperature. Conse. 
quently in pure posterior tract involvement we 
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scapula and there were a few sticky rales in 
the lower portion of the right axilla. The tem- 
resonance was better than on the right and the 
breath sounds were much clearer. That night 
the respirations were still slower and more shal- 
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usually have the deep muscle and vibratory sen- 
sations interfered with, but do not have much 
change in tactile sensation. A tabetic would 
have absent toe position and vibratory sense 
and ataxia, yet if you touch the skin on the 
foot you do not find anesthesia. You do find, 
perhaps, a diminution. In other words most 
of the tactile sensory paths do not go up in the 
posterior cord. Most of them run up to the 
thalamus in that portion near the central canal 
where pain and temperature go. But some of 
them do go up in the posterior tract, and con- 
sequently in the tabetic we do find some loss 
of skin sensation. In a tabetic with marked 
ataxia you will find some diminution to prick 
along the ulnar sides of the arms. This symp- 
tom of hypesthesia of the heels can, then, be 
consistent with posterior tract involvement. We 
may have to find something more than posterior 
tract involvement to account for it. It does not 
rule out tabes or combined system disease. 

A diagnosis of pyelonephrosis, psychoneuro- 
sis and oral sepsis was made,’’ none of them, 
excepting possibly the psychoneurosis, being ca- 
pable of explaining her symptoms. A very im- 
portant point which bears on this, but which 
we cannot use here is: be very careful about 
making the diagnosis of psychoneurosis in a pa- 
tient over forty who has not shown symptoms 
of renrasthenia before. The point is, if a pa- 
tient is going to have neurotic symptoms at fifty 
he almost always has shown symptoms of that 
type before. We do not know that this patient 
has not, because the record is not complete, but 
it is an unsafe diagnosis to make. 

Numbness and tingling of the fingers is a 
very important sign in combined system disease. 
Of course it may occur in other conditions too, 
but usually when it is bilateral it is much more 
likely to be pernicious anemia and combined 
system disease than for instance a cord tumor, 
which is usually unilateral, at least at first. It 
may be multiple sclerosis still. 

The pyuria can now be brought into the pic- 
ture. Both combined system disease and tabes 
frequently affect the urinary bladder. If the 
bladder cannot be emptied completely because 
of obstruction or because of a nerve condition, 
and if the bladder contains residual urine, in- 
fection is very likely. Consequently this whole 
picture of urinary infection may be simply a 
part of a central nervous system condition. 

She was an Italian widow, therefore dark 
skin has not the same significance as if she had 
been a blonde, in which case we should think 
of Addison’s disease and the various other dis- 
eases which cause pigmentation, but I think 
under these conditions it is of little significance, 
the yellowish pallor being part of a dark skin 
plus anemia. 

„On the left forearm was a subcutaneous 
nodule, smooth and attached to the underlying 


tissues.’’ That brings up another possibility, 
although I do not see how it could give such 
a general distribution of symptoms. What am 
I thinking of? 

A ENT: Neoplasm, neurofibromata. 

Dr. Fremont-Smirn: Yes, von Reckling- 
hausen’s disease. I do not see how neurofibro- 
mata can explain this. We have to assume a 
great many all over, bilaterally arranged. be- 
cause they come from the fibrous tissue in a 
nerve sheath. It is typically a peripheral nerv- 
ous phenomenon. Thus, to explain the numb- 
ness of both hands and heels and the difficulty 
in walking we should have to assume four le- 
sions outside the central nervous system, which 
seems very unlikely. So we do not know what 
that subcutaneous nodule may be. 

The blood pressure is just in the region where 
we begin to wonder about Addison’s disease, and 
yet we find many people who come in with a 
blood pressure of 90 to 95. This woman has 
not been walking much, and all we can say is 
that she has a low blood pressure. I do not 
think it is characteristic even when taken in 
connection with the dark skin 


The liver was enlarged . . . and slightly ten- 
der. That is a hard finding to explain. The 
only time that the liver is tender is when there 
is an increasing stretching of the capsule. We 
get it during periods of decompensation. We 
do not get it when the liver is in a stabilized 
condition, not for instance in cirrhosis. We 
might have an abscess of the liver that would 
cause tenderness. Decompensation is not likely, 
particularly as the heart was apparently normal 
and she has not had dyspnea and was able to 
walk up three flights of stairs. The tip of the 
spleen and the enlarged liver would all go 
with cirrhosis. In differentiating cirrhosis and 
cancer, that is one of the signs that helps. If 
you have cancer of the liver you will usually 
not be able to feel the tip of the spleen. If vou 
find the spleen you feel that there is probably 
an interference with the blood’s getting through 
the liver,—that is to say cirrhosis as against 
eancer, for cancer is usually in one or two or 
three or twenty lumps, and the rest of the ve- 
nous spaces take the blood through the liver per- 
feetly well; there is no obstruction. 


The reflexes were absent or markedly di- 
minished below the shoulder girdle. There was 
bilateral Babinski.“ What do you say to those 
two things? What does that mean? 

STuDENT: Neurofibroma? 

Dr. FremMont-SmitH: No. Why couldn’t it 
be neurofibroma? Neurofibroma is on the periph- 
eral nerve. If you have a lesion of the periph- 
eral nerve you may get absent reflexes and 
atrophy, and you may get paralysis. You may, 
if it is on the combined nerve, get sensory 
changes too. It is like a neuritis. But how can 
you get a positive Babinski? What does a pos- 


itive Babinski always mean? 


| 
— 


A Srupent: Disease of the corticospinal 
tract. 

Dr. Fremont-SmitH: You cannot get it 
from a peripheral nerve injury; only when the 
inhibitory influence of 
must be a pyramidal tract lesion. It may be 
up in the internal capsule or it may be in 
the cord as you get it in combined system 
disease, or multiple sclerosis. A Babinski is 
one of the few things you can be categorical 
about. It always means pyramidal tract in- 
volvement, and the reflexes are apt to be ex- 
aggerated. Here we have absent reflexes. How 
are you going to put those two things together? 

A Stupent: Multiple sclerosis? 

Dr. Fremont-SmitH: If Babinski reflexes 
mean pyramidal tract involvement, and if py- 
ramidal tract involvement would normally give 
exaggerated reflexes, and here we have absent 
reflexes, how are you going to explain that? 

AS As interference in the 


TUDENT : 
are. 

Dr. Fremont-SmitH: Yes, I think that is 
perfectly fair. Where is your break apt 
to be under these conditions? 

A Srupent: In the posterior tract? 

Dr. Fremont-SmitH: That is the point. In 
combined system disease you have the motor 
tracts involved, giving a positive Babinski, and 
at the same time involvement of the afferent 
posterior tracts. As we know, the reflex are 
does not enter and leave the cord at the same 
level. The impulses pass into the cord, run 
up a certain distance before reaching the motor 
nerve cell. If you assume that you have both 
a motor and a sensory tract involvement, com- 
bined system disease, you can have those two 
things,—no reflexes and a positive Babinski. 
Multiple sclerosis might give such signs, and I 
suppose that syringomyelia might press in such 
a way as that; but then I think we should have 
the typical disassociation between touch and pain 
and temperature. 

I do not understand the flaccid paralysis. A 
real flaccid paralysis means that the motor 
horn cells are involved. Neither tabes nor per- 
nicious anemia involves the anterior horn cells, 
and amyotrophic lateral sclerosis gives no sen- 
sory changes. Here all types of sensation are 


„Blood examination showed 7,300 to 18,400 
white cells, 73 per cent polymorphonuclears, 
2,540,000 reds, hemoglobin 70 per cent.’’ There 
is an important point that immediately makes 
us think whether we are dealing with pernicious 
anemia and combined system disease, and that 
also would explain best most of the neurologi- 
eal findings. No achromia’’ would be extra- 
ordinary with two and a half million reds ex- 
cept in pernicious anemia. ‘‘ Platelets normal’’ 


is an interesting observation about which one 
„Two later smears showed 3.8 to 4.5 
She probably was 


wonders. 
per cent reticulocytes.’’ 


the cortex is cut off. It creased. 


Sugar 43.5 in the spinal fluid is normal, i. e., 
about half of the normal blood sugar. The ‘total 
protein is a little high, but we do find it that 
high sometimes in otherwise normal spinal fluid. 
Pressure 80 and dynamics normal. Certain- 
1 is no evidence of block to suggest a cord 


Dr. Fremont-SmitH: In the sense of kidney 
infection, not in the sense of nephritis. You 
certainly would not get a t a high spinal fluid pro- 
tein with a blood nitrogen of only 27 milli- 

I am not certain whether in uremia we 
get a high total protein in the spinal fluid with- 
out any involvement of the central nervous sys- 
tem. Didn’t we have a case at the Peter Bent 
Brigham in which we had a high total protein 
in the spinal fluid in uremia without any vas- 
cular accident? But here there is no uremia and 
no reason for that total protein. It is not, 
however, very significant standing alone. Of 
course we get it sometimes in multiple neuritis, 
although the spinal fluid is otherwise negative. 
The gastric analysis gives us al) we need in 
the way of corroborative evidence that she has 
pernicious anemia and combined system disease. 

I suppose she is going to go on and die of 
kidney infection. That is the thing we should 
worry about, I think. Of course she might die 
of pneumonia. She is open to any sort of in- 
fection, much more likely to get an infection 
than the person whose blood is normal. 

A Srup zr: Is the area of calcification noted 
in the x-ray examination of the spine signifi- 
eant? Don’t you think that a tumor of the 
cord might explain the condition ? 

Dr. FRRMONT-Surrn: I do not believe that 
you can explain these signs on the basis of one 
lesion. They are bilateral. For instance, I do 
not see how any tumor can give absent reflexes 
unless the tumor be at the exact level of the 
spinal reflex are. In the case of absent knee 
jerks this would have to be in the lumbar re- 
gion. Then how about the accessory changes 
in her hands? If she had a tumor pressing on 
the lateral columns, it could press on both lat- 
eral and both posterior columns without produc- 
ing a transverse myelitis. That, however, is 
hypothesis. I do think they ought to have 
known where that tumor was or where they 
thought it might be before they asked for the 
x-ray. There is a lot of needless x-ray work 
done. 

We knew she had hypertrophic arthritis any- 
way because every woman of fifty-three proba- 
bly does show some. 

Dr. Gzeorce W. As Dr. Fremont- 
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given some liver, but the counts should have 
gone even higher than that. We get .8 to 1 per 
cent of reticulocytes in normal blood. The red 
blood cell volume index was not very much in- 
A Srupent: Didn't she have some kidney 
involvement ? 
* 
diminished. 
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Smith has raised the question of unnecessary 
x-rays, I might state my position in the matter. 
There is no doubt, as he said, that there are 
many unnecessary x-ray examinations, and the 
request is often so worded that you do not get 
what you want. You should localize as accurate- 
ly as you can the part you want. examined. Say, 
X-ray of the spine. We suspect a tumor in 
such a location and would like your opinion as 
to whether one is present. Then we will be 
able to help you not only by taking the films 
but by carrying the examination perhaps a lit- 
oe further, if necessary, to answer the ques- 

n. 

In this patient we certainly have no evidence 
of a cord tumor, but here again the x-ray evi- 
dence is not conclusive. Positive evidence is re- 

ue. 

Dr. FreEMontT-SmitH: Suppressed breathing 
over the right lung would be quite consistent 
with a lobar pneumonia. 

How about that big liver and how about the 
spleen? The spleen may not have been enlarged. 
It may be a false observation or the spleen may 
be enlarged because of pernicious anemia. That 
is one of the causes of enlarged spleen. 

Did she have a cirrhosis also? I don’t know 
how to explain the big liver. Gas in the bowel 
probably is on the same basis with the inability 
to empty the bladder. Probably the cord le- 
sion gave her a functional paralysis of the 
bowel. These people often get marked consti- 
pation and inability to defecate. We know she 
had that because her rectum was impacted. 

So I think we can say pernicious anemia with 
corresponding changes in the cord, cystitis, 
probably pyelitis, no evidence of stone, big spleen 
perhaps, big liver perhaps, but with a question. 
The ‘‘normal heart’’ is perhaps the heart that 
we get with pernicious anemia, flabby, pale heart 
muscle. It does not usually give evidence of 
failure. 

A Stupent: Do you think some of her vari- 
able symptoms are due to a psychoneurosis ? 

Dr. FremMont-SmitH: I suppose some of 
them may be. We have to be careful, however, 
because she has some symptoms which cannot 
be explained on that basis. 

A Srupent: Could you get an urticaria when 
the blood nitrogen is high in uremia? 

Dr. Fremont-SmitH: I do not know. We 
certainly get tremendous itching in uremia, but 
I have never seen the wheals. Of course here 
we believe that she has not uremia. 


CLINICAL DIAGNOSES 


Pneumenia. 

Pernicious anemia. 
Posterolateral sclerosis. 
Empyema. 

Pyelitis. 


Dr. Fremont-Smitu’s DiadNOSHS 
Pernicious anemia. 


Anatomic DIAGNosEs 


Bone marrow’ hyperplasia (pernicious 
anemia). 

Combined degeneration of the spinal cord. 

Pulmonary embolism. 

Pulmonary edema and ion. 

Collapse of the lower lobe of the right lung. 

Calcification and herniation of the interverte- 
bral cartilage. 

Pyelonephritis, left. 

Cystitis, slight. 

Benign gastrie polyp. 

Bilateral double ureter. 


PatHo.toacic Discussion 


Dr. MAattory: We found a very hyperplastic 
bone marrow, including a red bone marrow in 
the femur, though a fatty bone marrow in the 
tibia. This is characteristic of pernicious anemia 
though not diagnostic. Microscopically the 
marked erythroblastie hyperplasia with a high 
percentage of immature elements is almost path- 
ognomonic. There also was a very definite sclero- 
sis of both the posterior and the lateral tracts 
of the spinal column. 

One question which came up in the diagnosis, 
from the early part of her history as I remem- 
ber, was that of cord tumor, and, interestingly 
enough, she did have something approaching 
that. At the level of the fifth thoracic inter- 
vetebral dise there was a herniation of the dise 
through the ligament with a projecting mass 
about three millimeters in height, which seemed 
to press rather slightly on the cord. Since the 
fundamental work of Schmorl this has become 
a well-recognized lesion, simulating a cord tumor 
symptomatically, but often diagnosable preop- 
eratively if looked for. 


The other findings: Her liver was per- 
fectly normal in size, weight 1600 grams, in 
spite of the fact that it came five centime- 
ters below the costal margin. We might em- 
phasize again that at least three times out of 
every 100 autopsies, we have a perfectly nor- 
mal-sized liver that comes two, three, or four 
centimeters below the margin of the ribs. It is 
simply an abnormally shaped or abnormally 
placed liver, not necessarily enlarged. 

The kidneys showed slight dilatation of the 
calices and congenital anomalies in that there 
was a double ureter on both sides. I do not 
think that has any significance. There was a 
definite cystitis, also a mild degree of v 
nephritis. 
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Cystitis. 
Pyelitis. 
Bronchopneumonia ? 
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Dr. Fremont-SmitnH: No pyelitis? 

Dr. Matuory: Very slight if any. 

The lesion in the lungs was not pneumonia | + 
but a pulmonary embolus, an early infarction. 

A Strupent: What about the infection. the 

* cystitis? 

Dr. MalLonv: The vast majority of people 
with paralyzed bladders will have an infection. 
I think that is the probable explanation. I don’t 
think the double ureter had anything to do 
with it. 

Dr. Fremont-Smitu: That does not explain 
her death, because you do not get absorption 
from a bladder. 

Dr. Matiory: The pulmonary emboli were 
the main causes of death. 

Dr. Fremont-SmitH: Were they very large? 

Dr. Matuory: They were sufficiently large 
2 ape completely the arteries to both lower 
lobes. 


Dr. Fremont-SmitH: Isn't that another ex- 
ample of pulmonary embolus that was missed 
by x-ray, because here they took a picture after 


she became acutely sick and the report was 


negative? It seems to me it was stated here 
that she ran this high temperature and x-ray 
examination of the chest was negative. Am I 
wrong? 

Dre 3 Evidently she had the embolus 
before the plate was taken, so far as we can tell. 
Could you tell whether the embolus was of sev- 
eral days’ duration! 

Dr. Mauwory: The one on the left we thought 
had been present several days, the one on the 
right a shorter time, perhaps a few hours be- 
fore death. 

A still further finding, possibly connecting 
up with her first symptom of pain in the stom- 
ach, was a small benign gastric polyp—a very 
frequent and characteristic coincidental lesion 
in pernicious anemia. 
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THE BULLETIN OF THE AMERICAN 
MEDICAL ASSOCIATION 


THE attention of our readers is respectfully 
called to the Bulletin for the Secretaries of the 
Constituent State and Territorial Medical As- 
sociations and the Editors of State Medical 
Journals as appears on page 839 of this issue. 

From this Bulletin it appears that the Sec- 
retary of the American Medical Association ex- 
pects that the President of the United States 
will come to a decision respecting the advisabil- 
ity of legislation which will deal with some form 
of sickness insurance. 

Information from various sources seems to in- 
dicate that there is ground for believing that 
bills will be introduced at the next session of 
Congress which will deal with the economic 
problems of illness and that specific plans will 
be outlined other than those now in operation 


under the F.E.R.A. program. The plan seems 
to be that, under a Medical Advisory Committee, 
there will be drawn recommendations for legis- 


lation by the Committee on Economie Security. 
Invitations to join the Medical Advisory Com- 
mittee have been sent to a number of promi- 
nent physicians in the country. Further infor- 
mation as to the personnel of this committee will 
be of interest and may indicate to some ex- 
tent the character of the committee report. 
While the American Medical Association is 
given a free hand in suggestions to the com- 


_| mittee, the attitude of many of the influential 


officers of the Association is so well known that 
the Economie Security Committee may feel that 
there is nothing more to be learned from that 
source. With the likelihood that the experience 
of other countries respecting health insurance 
will be carefully studied by the Federal gov- 
ernment, there is considerable reason to expect 
that some bill will be drawn relating to this 
subject with the further probability that leg- 
islation will be enacted. 

Even though, in the bulletin addressed to See- 
retaries and Editors, the opposition of the Amer- 
ican Medical Association to health insurance is 
affirmed, it must be realized that the general 
public is becoming increasingly interested in 
health insurance, and groups of medical men 
are studying the subject with care. 

With the general acceptance of insurance 
plans for dealing with the hazards of life, it is 
not unreasonable to expect that insurance to 
meet the unpredictable emergencies of illness 
will appeal more forcibly to the people as time 


goes on. 

The disconcerting situation seems to be that 
the medical profession has been inclined to voice 
its opposition to all forms of health insurance 
and now it is apparent, as has been predicted, 
that we are on the verge of its development with- 
out the controlling influence which would as- 
sure fair consideration of the rights of medi- 
cine. To the layman the insurance feature will 
be especially important. The doctor, however, 
will be more ready to consider the whole prob- 
lem in its wider aspects including the best in- 
terests of the patient and justice to the doctor. 

The average layman will be slow to see that 
the well-supported physician will give the best 
service, and quality of service to the afflicted 
should be the most important consideration in 
any scheme. 

The strange feature of the situation is that 
doctors have seemed to be willing to aoe for 
others to put into operation 
erning medical practice in the face of the his. 
tory of other countries. 

Government control of medical service under 
health insurance is in the offing. Effective op- 
position must be through plans which, in order 
to be fair to all concerned, must be elaborated 
in large part by those who know the intricate 
problems incident to dealing with disease. 
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RAMON Y CAJAL (1852-1934) 


Tun passing of Ramon y Cajal in Madrid, 
Spain, October 17th, removes from the scientific 
world the greatest scientist produced by that 
country and a world figure, who made notable 
contributions to anatomy, particularly the finer 
histology of the central nervous system. Cajal, 
born under meagre circumstances, grew up to 
be the outstanding man of science in Spain en- 
tirely as the result of his intense industry and 
his genius for depicting the minutiae of his sub- 
ject. He began simply by publishing, in a mod- 
est manner, what he saw under his microscope. 
This was followed shortly by communications 
sent to foreign journals. At first his work was 
looked upon by other scientists with suspicion, 
but when he began to develop the silver stain 
for the finest cellular elements in the brain, 
a method first used by the Italian, Golgi, his 
illustrations became so striking that no one could 
possibly overlook them. Finally he was invited 
to Berlin to present his material before the 
German Society of Anatomists. Here his beau- 
tiful specimens, the finest ever seen up to that 
time, scored a distinct triumph for this unusual 
man. Publications came from his laboratory 
year after year, which served to augment this 
work and to make him the leading neurohis- 
tologist of his time. Because of the few transla- 
tions from Spanish into other languages, the 
importance of his work was long delayed, but 
ultimately the man, for what he accomplished, 
was honored as very few scientists have ever 
been honored before. He was invited by the 
Royal Society of London to give the Croonian 
Lecture and shortly afterwards came to this 
country, where he lectured at Clark University. 
The International Medical Congress medal was 
awarded him in 1903 and Cajal received the 
Helmholtz Prize and finally the Nobel Prize in 
1906, the only Spaniard to receive this award 
in any field of science. 

Outside of Cajal’s purely scientific work, one 
finds much of interest about this extraordinary 
man. He had absorbing hobbies, one of them 
being a great love for gymnastics: he developed 
an extraordinarily powerful body and often de- 
voted as much as two hours a day to gymnastic 
exercise. In addition, he was fond of walking 
in the open country, was an ardent amateur 
photographer and a congenial friend. He could 
be found daily at a certain café in Madrid drink- 
ing coffee, playing chess, or talking with his 
friends. He called this the ‘‘diastole of rest“, 
which he compared with the ‘‘systole of work“ 
accomplished in his laboratory. He published a 
charming book in Spanish, called, ‘‘ Coffee House 
Chatter and another on Color Photography“. 
His autobiography became a popular book in 
Spain and has been somewhat widely known out- 
side of that country: first published in 1917, a 


third edition was issued in 1923. The book ade- 
quately covers his extraordinary and unusual 
life and gives, in addition, a bibliography of his 
work. It is illustrated by many of his draw- 
ings of the finer anatomy of the cortex taken 
from his scientific papers. For the reader who 
is not familiar with Spanish an excellent review 
of Cajal was published by one of his devoted 
pupils, Dr. Wilder Penfield, in the Archives of 
Neurology and Psychiatry for August, 1926. 


THIS WEEK’S ISSUE 
Contarns articles by the following named au- 


Merritt, Duptey. A. B., M.D. Harvard Uni- 
versity Medical School 1930. Assistant in Med- 
icine, Harvard Medical School. Assistant Resi- 
dent, Thorndike Memorial Laboratory, Boston 
City Hospital. Assistant Visiting Physician, 
Pondville Hospital, Wrentham, Massachusetts. 
His subject is ‘‘Mistaken Diagnoses of Cancer. 
Case Studies. Page 801. Address: Thorndike 
Memorial Laboratory, Boston City Hospital, 
Boston, Massachusetts. 


Krinsky, Cartes M. M.D. Tufts College 
Medical School 1933. Intern, Research Service, 
Worcester State Hospital. His subject is Treat- 
ment of Varicose Uleer by Gentian Violet.“ 
Page 803. Address: Worcester State Hospital, 
Worcester, Massachusetts. 


HnuANSON, Louis. M.D. Tufts College Medi- 
cal School 1930. Out-Patient Surgeon, and For- 
mer Resident in Surgery, Beth Israel Hospital. 
Address: 371 Commonwealth Avenue, Boston, 
Massachusetts. Associated with him is 

Gotpowsky, M.D. Harvard Uni- 
versity Medical School 1932. Formerly, Intern 
in Surgery, Beth Israel Hospital, and Intern in 
Neurosurgery, Boston City Hospital. Address: 
Chapin Memorial Hospital, Providence, Rhode 
Island. Their subject is ‘‘Occurrence of Com- 
mon Duct Stone Following Gall-Bladder Oper- 
ations.’’ Page 806. 


Corton, Frepertc Jay. A.B., A. M., M.D. 
Harvard University Medical School 1894. 
F.A.C.S. Consulting Surgeon, Boston City Hos- 
pital, Faulkner Hospital, Newton Hospital, New 
England Hospital for Women and Children, 
Chelsea Memorial Hospital, and Cape Cod Hos- 
pital, Hyannis. Address: 520 Commonwealth 
Avenue, Boston, Massachusetts. Associated with 
him is 

Morrison, , Gorpon Mackay. A.B., M.D. 
Tufts College Medical School 1926. F. A. C. S. 
Assistant Out-Patient Surgeon, Boston City Hos- 
pital. Visiting Surgeon, Chelsea Memorial Hos- 
pital. Junior Visiting Surgeon, Newton Hos- 
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pital. Consulting Surgeon at Huggins Memorial 
Hospital, Wolfeboro, New Hampshire, Fram- 
ingham Union Hospital, and Leonard Morse 
Hospital, Natick. Address: 520 Common- 
wealth Avenue, Boston, Massachusetts. Their 
subject is ‘‘ Disinfection in Osteomyelitis of the 
Phalanx (Felon).’’ Page 809. 


Sweet, Freperick B. M.D. Yale University 
School of Medicine 1893. F.A.C.S. Surgeon, 
Springfield Hospital. Consulting Surgeon, 
Noble Hospital, Westfield, Massachusetts; Mary 
Lane Hospital, Ware, Massachusetts; Shrine 
Hospital for Crippled Children, Springfield, 
Massachusetts. His subject is Forty Years.’’ 
Page 810. Address: 146 Chestnut Street, 
Springfield, Massachusetts. 


Wasnpurn, Frepertc A. B. A., M. A., M.D. 
Harvard University Medical School 1896. For- 
merly, Director, Massachusetts General Hospital 
and Massachusetts Eye and Ear Infirmary. 
Now, Boston Commissioner of Institutions. His 
subject is ‘‘Hospitals Now and Then.’’ Page 
816. Address: 190 Bay State Road, Boston, 
Massachusetts. 


Lamp, Sypnry. General Secretary of the 
Merseyside Hospitals Council, Ine., Liverpool, 
England. His subject is British Hospital Con- 
tributory Schemes. Page 821. Address: 
Merseyside Hospital, Liverpool, England. 


— — 


NEWLY ELECTED FELLOWS TO THE AMERICAN 
COLLEGE OF SURGEONS 


According to the Boston Transcript, thirteen 
Boston men were among the 595 admitted Friday 
evening, October 19, as Fellows of the American 
College of Surgeons at an impressive ceremony in 
Symphony Hall. The exercises, at which were award- 
ed honorary fellowships to four distinguished sur- 
geons from abroad, brought to an end the extensive 
program of the twenty-fourth clinical congress of 
eminent specialists of this country and Canada. 


The Boston surgeons were Richard Chute, Fletcher 
H. Colby, H. Hamilton Cooke, G. Kenneth Coonse, 
Emilio D’Errico, Henry Hardwick Faxon, Walter S. 
Levenson, Langdon Parsons, Thomas H. Peterson, 
John W. Spellman, Benjamin Tenney, Jr., Richard 
H. Wallace and Robert Zollinger. 


Other Massachusetts candidates were Dr. Denton 
G. Nutter of Newton Center, Dr. Edward J. Reynolds 
of Malden, Dr. Thomas Edward Culliton of Lynn, 
Dr. Arthur M. Jackson of Everett, Dr. Harry B. Per- 
kins of Haverhill, Dr. Oswald T. Fleury and Dr. 
Arthur L. Kinne of Holyoke, and Dr. Honoré E. Gau- 
dreau of Springfield. 


Other New England surgeons admitted to fellow- 
ship were: 

Connecticut—Shirley Harold Baron, New London; 
Richard C. Buckley, Hartford; Louie Nixon Claiborn, 
New Haven; Stephen P. Donnelly, New Britain; 
George G. Fawcett, South Norwalk? George C. Fin- 
ley, Hartford; Carl J. Gade, Bridgeport; E. Philip 
Kemp, Bridgeport; Louis O. LaBella, Middletown; 
Joseph A. LaPalme, Putnam; William H. McMahon, 
Jr., South Norwalk; Robert H. Osmond, Jr., Hart- 
ford; Maurice M. Pike, Hartford; Francis A. Suther- 
land, New Haven; R. Glen Urquhart, Norwich; 
James L. Vickers, Greenwich; Stanley B. Weld, 
Hartford. 

Vermont — Bird J. A. Bombard, Burlington; 
Charles H. Goyette, Barre; Arthur R. Hogan, Bur- 
lington. 

New Hampshire — W. J. Paul Dye, Wolfeboro; 
Lawrence R. Hazzard, Portsmouth. 

Maine — Charles H. Burgess, Bangor; Edwin M. 
Fuller, Bath; Ralph A. Goodwin, Auburn; Herrick 
C. Kimball, Fort Fairfield; Eaton Shaw Lothrop, 
Portland. 

Rhode Island — Linwood H. Johnson, Westerly; 
Frank I. Matteo, Providence; Henry B. Moor, Prov- 
idence. 

Surgeons receiving honorary fellowships were 
Sir Harold Gillies, C.B.E., F.R.C.S., of London, 
plastic surgeon at St. Bartholomew’s Hospital; Pro- 
fessor Josef Halban, M.D., professor of gynecology 
at the University of Vienna; Harry Platt, MS., 
F.R.C.S., lecturer in orthopedic surgery at the Uni- 
versity of Manchester; and Bethel Solomons, M.D., 
F. R. C. P. I., F. C. O. G., of Dublin, examiner in obstet- 
rics and gynecology at the Royal College of Physi- 
cians and Surgeons of Ireland and at Durham Univer- 
sity. 


HEALTH OFFICERS’ MONTHLY STATEMENT 
OF VENEREAL DISEASES IN NEW ENGLAND 


Reportep Audusr, 1934 
Syphilis Gonorrhea 
3 28 38 
— 8 — » 8 
8 2 
State 8 8 22 
Connecticut“ 185 1.12 169 1.03 
Maine 49 61 46 57 
Massachusetts 401 93 680 1.58 
New Hampshire 22 47 35 75 
Rhode Island 70 1.00 77 1.10 
Vermont 15 42 29 80 
*Incomplete. 
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RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR SEPTEMBER, 1934 


Anterior poliomyelitis had its lowest reported Sep- 
tember incidence in the State history. 

Diphtheria for 1934 through September is running 
forty per cent lower than in 1933, itself a record 
breaking year. 

Pulmonary tuberculosis morbidity remains below 
the five year average, and every indication points 
to a lower mortality for the year. 

Dog bite continues to be reported higher than in 
previous years. 

Measles continues to run unusually low after the 
epidemic of the past winter. 

Typhoid fever to date is running twenty-four per 
cent lower than in 1933. 

Chicken pox and whooping cough were reported 
slightly above the five year average. 

Lobar pneumonia, scarlet fever, mumps, epidemic 
cerebrospinal meningitis, and German measles show 
nothing remarkable. 


Disease Sept., Sept., Aver- 

1934 1933 age* 

Anterior Poliomyelitis 8 83 162 
Chicken Pox 101 81 84 
Diphtheria 37 58 132 
Dog Bite 756 575 520 


Epidemic Cerebrospinal Meningitis 5 1 6 
German Measles 


Gonorrhea 556 648 575 
Lobar Pneumonia 90 82 89 
Measles 43 79 100 
Mumps 75 98 97 
Scarlet Fever. 274 292 306 
Syphilis 284 362 285 
Tuberculosis, Pul ry 276 257 298 
Tuberculosis, Other Forms 38 31 44 
Typhoid Fever 22 23 33 
Undulant Fever 1 0 

Whooping Cough 506 500 456 


Average number of cases for preceding five years. 


RARE DISEASES 

Anterior poliomyelitis was reported from Belling- 
ham, 1; Boston, 1; Brookline, 1; Everett, 1; Fram- 
ingham, 1; Hanson, 1; Melrose, 1; Springfield, 1; 
total, 8. 

Dysentery (amebic) was reported from Brockton, 
1; Worcester, 1; total, 2. 

Dysentery (bacillary) was reported from Belcher- 
town, 3; Boston, 1; Danvers, 4; Everett, 3; Lexing- 
ton, 2; Malden, 1; Melrose, 1; Northampton, 10; 
Warren, 20; total, 45. 

Malaria was reported from Boston, 1; Quincy, 1; 
total, 2. 


Cerebrospinal was reported from Law- 
rence, 1; Malden, 1; North Adams, 1; Salem, 1; Win- 
chester, 1; total, 5. 


Pellagra was reported from Ludlow, 1. 

Septic sore throat was reported from Boston, 1; 
Lowell, 3; Malden, 1; Northampton, 2; total, 7. 

Tetanus was reported from Amherst, 1; Millbury, 
1; Somerville, 1: Webster, 1; total, 4. 

Trachoma was reported from Boston, 1; Worces- 
ter, 1; total, 2. 

Trichinosis was reported from Boston, 1; Brock- 
ton, 1; Worcester, 1; total, 3. 

Paratyphoid fever was reported from Boston, 1. 

Undulant fever was reported from Ayer, 1. 


— — — 


CORRESPONDENCE 


COMMENT ON REPORT OF MATERIAL PRESENT- 


ED TO THE AMERICAN COLLEGE OF SUR: 
GEONS 


New England Journal of Medicine, 

May I request the privilege of access to your col- 
umns on behalf of my colleagues and myself in re- 
lation to the very unfortunate series of stories which 
appeared in the local newspapers on Saturday and 
Sunday, October 20 and 21? 

The material which we presented to the College 
of Surgeons on Friday, the 19th, was no more than a 
brief review of the results of a series of investiga- 
tions of sterility which have been under way for sev- 
eral years past. Individual aspects of the work have 
already been reported in the periodical literature, 
and Dr. Meaker in Rome and the writer in London 
have offered surveys of this study to the members 
of two International Congresses. The unfortunate 
and misleading form in which our simple presenta- 
tion was reported is doubly to be regretted, not only 
as it makes extravagant claims for the success of 
our approach, claims which are not in conformity 
with fact; but even more as it cannot fail to engen- 
der unwarranted hopes in the minds of lay readers, 
leading to ultimate further disappointment. This 
latter feature is the most regrettable phase of the 
whole unfortunate affair. 

We would suggest to the members of the profes- 
sion that the book on “Human Sterility” which has 
recently appeared from Dr. Meaker's pen embodies 
the technique of our approach, reports the char- 
acteristic findings which the study has developed, 
and offers a conservative estimate of the possibility 
of correction in a given individual mating. Unhap- 
pily it is impossible for us to reach the lay public 
which has had access to these newspaper stories. 
We can only beg our friends and colleagues to ren- 
der their aid in the prevention of a further dissem- 
ination of false hopes, while still allowing patients 
to understand that advantage may derive from 
thorough and complete investigative study. 

The marriage which is involuntarily childless lays 
a heavy social burden on the unhappy couple. It is 
deplorable that ill-judged publicity may awaken 
hopes which are incapable of fruition, thus adding a 


lfurther poignancy to the initial misfortune. . 
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With deep appreciation of the opportunity to place 
this matter briefly before the medical profession in 
New England, I am 

Faithfully yours, 

ALLAN Winter Rowe, Ph. D., 
Director of Research, Evans Memorial, 
80 East Concord Street, Boston, Mass. 


OFFICIAL ACTION OF THE BOARD 
OF REGISTRATION IN MEDICINE 
Board of Registration in Medicine 
State House, Boston 
October 26, 1934. 
New England Journal of Medicine, 

This is to inform you that Dr. Everett D. Hooper, 
whose registration as a physician in Massachusetts 
was canceled on May 24, 1928, was in accordance 
with the vote of the Board of August 30, 1934, re 
registered as a physician in this Commonwealth. 

Very truly yours, 
Sternen Rusumore, M.D., Secretary. 


BULLETIN FOR THE SECRETARIES OF THE 
CONSTITUENT STATE AND TERRITORIAL 
MEDICAL ASSOCIATIONS AND FOR THE EDI- 
TORS OF STATE MEDICAL JOURNALS 


October 26, 1934. 

On October 12, 1934, I forwarded a bulletin to the 
secretaries of all constituent state and territorial 
medical associations. The first part of that bulletin, 
pertaining to the Committee on Economic Security, 
was marked “Confidential” for the reason that at 
that time we entertained some hope that the organ- 
ized medical profession would be asked to be offi- 
cially represented on the Medical Advisory Commit- 
tee which is in process of organization by the Execu- 
tive Director of the Committee on Economic Securi- 
ty. We have now received official information from 
Prof. Edwin E. Witte, Executive Director of the Com- 
mittee on Economic Security, that in connection with 
the organization of the Medical Advisory Committee 
selections have been made on an individual basis 
without asking for nominations from any organi- 
zation. 

In a letter received from Professor Witte under 
date of October 13, written in reply to a letter from 
the Secretary of the American Medical Association, 
the following information is submitted: 

1. The Director of the Bureau of Medical 
Economics of the American Medical Associa- 
tion will be invited to go to Washington to 
discuss “the economic aspects of the prob- 
lems of medical care of people in very low 
income groups”. 

2. The Medical Advisory Committee now 
being organized will be composed of physi- 
cians selected on an individual basis. At the 
time Professor Witte’s letter was written, 
not all of those who had been invited to serve 
on the Medical Advisory Committee had re- 
plied. 


3. The names of the prospective members 
of the Medical Advisory Committve would 
not be disclosed. (In a letter received from 
Professor Witte under date of October 22, 
it is stated that he hopes “to announce the 
Medical Advisory Committee in the very 
near future,” and that he is “planning com- 
mittees of consultants in the fields of den- 
tistry, hospital management and public 
health”.) 

4. The Committee on Economic Security 
will be glad to have suggestions from the 
American Medical Association or its officers 
on any phase of its work at any time. (It 
is presumed that the Committee will like- 
wise welcome suggestions from state medical 
associations or from the officers of those 
organizations.) 

5. Professor Witte will make an effort to 
visit the offices of the American Medical As- 
sociation “shortly before the New Lear“. 

6. The assurances of coéperation extend- 
ed by the Board of Trustees and officers of 
the American Medical Association are sin- 
cerely appreciated. 


Accompanying Professor Witte’s letter of October 
22 is a mimeographed copy of an “Information 
Primer” of the Committee on Economic Security. 
This is not dated but was evidently released before 
October 13, since a statement based on this release 
appeared in the New York Times for that date. In 
the “Primer” it is stated that the report of the Com- 
mittee on Economic Security to the President is due 
to be made on December 1, 1934, and will not be 
made public until released by the President. It is 
also stated that among the studies initiated by the 
Committee on Economic Security is one on “Provi- 
sions for Meeting the Economic Risks of Illness,” 
and that Mr. Edgar Sydenstricker and Dr. I. S. Falk, 
both of whom are in the employ of the Milbank 
Fund, are in charge of this particular study. Pro- 
fessor Witte informs me that neither Mr. Syden- 
stricker nor Dr. Falk will be a member of the Medi- 
cal Advisory Committee of the Committee on Eco- 
nomic Security. 

Dr. Walter L. Bierring, President of the American 
Medical Association, has been invited to serve as 
a member of the Medical Advisory Committee and 
has accepted. The invitation was addressed to Dr. 
Bierring as an individual and not as President of 
the American Medical Association. I have heard that 
the President of the American College of Surgeons 
and the President of the American College of Phy- 
sicians have received similar invitations, though this 
information did not come from official sources in 
Washington. 

It seems reasonable to assume that the President 
of the United States, after the report of the Commit- 
tee on Economic Security has been submitted to 
him on or about December 1, will decide whether or 
not plans for providing some system of sickness in- 
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surance will be included in the program of social 
insurance which it is reported he will submit to 
Congress. 

A member of the last Congress, who is seeking re- 
élection in the November elections, has addressed 
letters to physicians in Illinois in which it is stated 
that he has been informed that a bill providing for 
sickness insurance will be introduced at the next 
session of Congress. I am informed that similar 
statements have been made by other Congressmen. 
The l'linois candidate for Congress has asked phy- 
siciars to give him the benefit of their views with 
respect to sickness insurance. Printed material 
dealirg with this subject has been forwarded to him 
and to other candidates for election as Congressmen. 

A letter received at the offices of the American 
Medical Association from the President of the Na- 
tional Congress of Parents and Teachers states 
that a letter from the Twentieth Century Fund was 
before the Board of the National Congress of Parents 
and Teachers asking that body to “endorse President 
Roosevelt’s plan for Health Insurance,” and was re- 
jected by the Board. 

In the “Information Primer” released by the Com- 
mittee on Economic Security, the following state 
ment is made: 


“Following the approach outlined by the 
President, the Committee is trying to draw 
up a comprehensive program which will give 
protection to the individual from all the 
vicissitudes and hazards of modern life— 
unemployment, accident, sickness, invalidity, 
old age, and premature death. : 

“It is, of course, not contemplated that this 
program shall go into effect in its entirety 
immediately, but it is planned to give Coa- 
gress and the country a ‘look ahead’ as well 
as some recommendation for immediate ac- 
tion, to the end that there may be developed, 
from the outset, a unified plan for 
security.” 


It seems quite probable that no hearings on sick- 
ness insurance will be held under the auspices of 
the Committee on Economic Security. It is, of 
course, presumed that if any bill providing for sick- 
ness insurance is submitted to Congress, official hear- 
ings will be held by the committee to which such 
bill will be referred. 

Since the American Medical Association and many 
of its constituent medical associations have gone on 
record in opposition to sickness insurance, it is ex- 
tremely desirable that the views of the organized 
medical profession should be made known to mem- 
bers of Congress and to candidates for election as 
members of that body. It is suggested, therefore, 
that the officers of constituent state medical associa- 
tions and of component county medical societies and 
the members of the legislative committees of these 
bodies immediately develop plans for acquainting 
members of Congress and candidates for election to 
that body with the expressed official views of the 


organized profession in the United States pertaining 
to sickness insurance. Most of the members of Con- 
ase and all the candidates for election are now at 
In the meantime, an earnest effort will be made 
further to inform the Executive Director of the Com- 
mittee on Economic Security and the members of 
that Committee concerning the official attitude of 
the American Medical Association with respect to 
sickness insurance and the basis of the Association’s 
opposition to any plan involving governmental con- 
trol of medical practice. 
Very sincerely yours, 
Otax West, M. D., Secretary, 
American Medical Association. 
535 North Dearborn Street, 
Chicago, Illinois. 


PUERPERAL INVERSION OF THE UTERUS 


Editor, New England Journal of Medicine, 

After having seen Dr. Barney Edward Sachs’ ar- 
ticle on inversion of the uterus in the September 20, 
1934 issue of the New England Journal of Medicine, 
I wish to relate my own experience of a case of in- 
version of the uterus. Such notes as I may have 
made of this case are not now available, hence I am 
writing from memory. 

One evening many years ago, fifteen or more, in 
Norwood, Mass., I was called to take some one else’s 
confinement. I called a district nurse, and two came 
with me as they were rooming together. After ar- 
riving at the patient’s home I found a woman twenty- 
eight to thirty years old, a primipara in labor, ap- 
parently at term, a fairly strong and well-nourished 
woman. Pelvic measurements and pubic arch were 
good. Labor pains increased, and after waiting for 
an hour or two without much progress in dilatation 
of the cervix, I made a further examination of the 
patient outside of and in the vagina, and decided 
I had a left occiput posterior. The baby weighed 
probably about nine pounds. The cervix was soft, 
dilatable. I waited for some time, then decided to 
operate. 

Meantime my sterilizer had been working, 80 
gloves and instruments were ready and nurses had 
prepared the bed, done the lying-in toilet, and pre- 
pared clean things. One nurse began giving ether. 
As soon as the patient was etherized, I began dilat- 
ing the soft parts and cervix, and as soon as my left 
hand was in the vagina and it was inserted through 
the cervix, I passed it gently along to the baby’s hips 
which I rotated a quarter of a circle, then the body, 
shoulders and lastly the head. As soon as I began 
operating, I assigned the other nurse to place her 
outspread hands at the patient’s left flank, because 
a baby once loosened from its hold in the uterus may 
drop around in various ways and will not stay 
where one has rotated it. When I was through ro- 
tating, I asked the etherizer to push down on the 
baby’s buttocks hard, so as to fix the head under the 


pubic arch. Then one may apply instruments over the 
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I then went to my friend Dr. Arthur S. Hartwell, 
told him the story, and he went with me to the 
patient. After examination he soon verified my find- 
ings. At that time there was no hospital in Nor- 
wood. 

The next day I sent the patient to the Deaconess 
Hospital and engaged Dr. J. C. Hubbard of Boston 
to operate. He did so the next day after her arrival. 
I etherized. Dr. Hubbard examined the patient per 
vagina and abdomen, and verified my findings, then 
opened the abdomen with a median incision. After 
vainly trying to reduce the inversion, he opened the 
uterus and soon reduced the inversion, then closed 
the uterus and abdomen. The patient made a quick 
recovery and went home in two weeks. I saw her 
a few times after she returned home, where she com- 
pleted her recovery. I do not know whether she ever 
became pregnant again. 

Yours truly, 
E. C. Norton, M.D. 

Stony Hill Road, North Chatham, Mass. 


PRO DISCIPLINA MATHEMATICA 


Editor, New England Journal of Medicine, 

In the interesting and easily misunderstood article 
on the Future of Psychiatry which appeared in the 
Journal of September 27, 1934, I find a paragraph 
dealing chiefly with the study of the field of the 
mathematical sciences in preparation for medicine. 
Dr. Stearns begins by stating his belief that the pre- 
medical training is “grossly overweighted in the 
field of mathematical science”. The minimum re 
quirement of the collegiate premedical course of sixty 
semester hours (an approximation to exactitude) 
must cover eight hours in physics and eight hours 
each in general and inorganic chemistry. Twenty- 
four sixtieths would not seem to be “gross” over- 
weighting. 

Then he refers to the inference that, because stu- 
dents who do well in the mathematical sciences also 
do well in medicine, the mathematical sciences are 
important in the preparation for medicine. He 


evidently thinks that inference is unwarranted and 
from the finding of fact which he does not question, 
he concludes that “a screen has been set up at the 
portals of American medical schools, excluding all 
of those excellent personalities and intellects which 
did not excel in mathematics”. 

The finding of fact, as stated by Dr. Stearns, seems 
to be that students who did well in mathematics in 
high school tended to do well in physics and chem- 
istry in college, and that students who did well in 
mathematics and physics and chemistry in college 
tended to do well in medical school. 

I would like to emphasize another fact, namely, 
that the only conclusion which may be drawn 
legitimately from this finding is the finding itself, 
that is, “that students who did well in mathematics 
in high school” and so forth “tended to do well in 
medical school”. No conclusion as to why they 
tended to do well is legitimate. 

There is absolutely no warrant in the findings 
for the conclusion that the mathematical sciences 
prepare well for medicine. If true, it must have 
some other foundation. There is absolutely no 
basis in the findings for another conclusion which 
as a hypothesis seems more reasonable, that the 
kind of mind which does well in the mathematical 
sciences will do well in medicine. It may be true, 
but it must have some other foundation. 

Again there is no basis in the findings for the con- 
clusion that a “screen has been set up. . . excluding 
all of those excellent personalities which did not 
excel in mathematics” nor for the inference “that 
the selection of the student body . . was weighted 
against the socially minded”. 

Lord Kelvin said, “Our knowledge begins when we 
can measure what we are talking about and express 
it in numbers.” By this test the practice of medi- 
cine is perhaps even to-day founded more on pseudo- 
science than on science, yet its only durable founda- 
tion is science. William James expressed the hope 
that psychology might some day become a science, 
and wrote two large volumes about it. Until psy- 
chology becomes a science, psychiatry must have an 
insecure foundation. By Lord Kelvin's test it is an 
unwarranted generosity to call endocrinology a sci- 
ence: we expect that it will become a science some 
day. 

In the social sciences, there is a vast amount of 
“fuzzy, wuzzy” thinking, frayed at the edge, and 
much “social mindedness” is shot through and 
through with sentimentality. We hope some day to 
have a true social science that goes beyond the 
mere recording of observations. 

A trouble with much of our mental activity to-day 
is that it shows so little evidence of the rigorous 
thinking by which alone science progresses. Per- 
haps our greatest social need is rigorous thinking. 
Medicine certainly needs it, as almost any article on 
a medical subject, even medical education, will in- 
dicate. It is in the mathematical sciences that the 
habit of rigorous thinking may be best acquired. 


Only an ignorant person would conclude that by 
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| ‘baby’s ears at his leisure. With considerable help 
from the etherizer pressing down from above and 
| making use of traction rods, I got the baby fairly 
easily and without injury to the baby or its mother, 
who made a normal postpartum recovery. 

In about two weeks’ time I was called to see the 
patient because there was a moderate bloody dis- 
charge. I cannot now say whether the bloody dis- 
charge had at once entirely stopped. Apparently it 
had, and the new appearance of the bloody dis- 
charge was the reason for my summons. Learning 
what I could from the patient I scrubbed up and 
examined the patient, and at once realized there was 
no cervix but instead a soft boggy mass in the 
vagina. Then I renewed my examination above the 
pubic arch and of course could find no sign of the 
uterine fundus. I soon concluded that the patient 
had an inverted uterus. I had made a short and 
vain attempt to reduce the inversion. 
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taking a course in mathematics one would thereby 
certainly acquire the habit of thinking rigorously. 
Social mindedness also is necessary, but without 
rigorous thinking it is sounding brass and a tinkling 
cymbal. If there is any effort at weighting in the 
premedical training, one suspects that it is in a vain 
effort to favor rigorous thinking. 
Sternen Rusumore, M.D. 


A TRIBUTE TO THE SURGEONS OF THE 
ATLANTIC SEABOARD 


October 22, 1934. 
Editor, New England Journal of Medicine, 

Apropos of that unfortunate interview! It may be 
well to recall the fact, that once upon a time, Dr. 
Charles Mayo left the “Surgeons of Surgeons,” came 
directly through Chicago and Cleveland, and had his 
gallbladder operation performed on the Atlantic sea- 
board. 

This incident will illustrate some differences of 
opinion among our surgical leaders. 

Very truly yours, 
Tnomas W. Lvce. 

Portsmouth, New Hampshire. 

— — — 


RECENT DEATHS 


HICKEY — Jonn A. Hickey, M. D., of East Boston 
and 238 Shore Drive, Winthrop, Massachusetts, died 
October 26, 1934. He was born in Boston in 1866, 
graduated from the Lyman School in East Boston 
and from the Boston Latin School and Boston 
College. 

He graduated from the Medical School of Harvard 
University in 1896. 

A sister, Katherine Hickey, of Winthrop, survives 
him. 


NASON—OsMAN CLEANDER BAKER Nason, M. D., of 
Pleasant Street, Franklin, Massachusetts, and for- 
merly of 148 Berkshire Street, Cambridge, died Oc- 
tober 7, 1934. 

Dr. Nason was born in 1858. He had been a re- 
tired Fellow of the Massachusetts Medical Society 
since 1923, having joined in 1895. 

He was graduated from the Boston University 
School of Medicine in 1891. 


HOWARD—CuHartes J. Howarp, M. D., of 147 Gram- 
pian Way, Dorchester, died at his home October 25, 
1934. 

He was born in Holyoke, Massachusetts in 1873 
and graduated in medicine from the University of 
Columbia College of Physicians and Surgeons. 

He was a member of the Colorado State Medical 
Society and the American Medical Association. 

For the past fifteen years he was on the staff of 
the United States Veterans’ Administration. 

Surviving are his widow, Frances Davey Howard; 
a brother, Professor John W. Howard of the Faculty 
of the Massachusetts Institute of Technology, and 
two sisters, Catherine E., and Mabel S. Howard. 


FOLIN—Orto For, M. D., Professor of Biological 
— at Harvard University, died October 25, 

He was born in Sweden in 1867 and came to this 
country in 1882. He graduated in medicine from the 
University of Lund, Sweden, in 1918, but his major 
interests were in other scientific fields. He was. 
especially noted for his work on the chemistry of 
blood, and held scientific degrees from the University 
of Michigan, the University of Chicago, and the Uni- 
versity of Washington. He was a research chemist 
at the McLean Hospital in Waverley from 1900 to 
1908. 

Dr. Folin was a member of a large number of sci- 
entific societies and contributed articles to scien- 
tific journals. 

His widow, Mrs. Laura Church (Grant) Folin; a 
son, Grant Folin of Detroit, and a daughter, Dr. 
Teresa Folin, survive him. 

His home was at 133 Buckminster road, Brook- 
line. 


STURGIS — Warn Horatio WaKeMAN Srundis. 
M.D., of Hull, Massachusetts, died at his hospital, 
October 29, 1934. He was born in 1873 at Fairfield, 
Vermont, was educated in the schools of Fairfield and 
the University of Vermont, and received his M.D. de- 
gree from the Baltimore Medical College in 1895. 

He was a Fellow of the Massachusetts Medical 
Society, having joined in 1896, and also of the Amer- 
ican Medical Association. 

Dr. Sturgis served in the World War with the 71st 
heavy artillery and won promotion. 

He was commended by the Humane Society for 
completing a hazardous trip to Boston Light to attend 
the keeper’s wife in childbirth. 

For several years he worked under the handicap 
of disease, but served his community with unfailing 
devotion. 

His memberships included the Masonic, Elks, Odd 
Fellows and the Knights of Pythias lodges, and he 
was active in all civic activities. 

He was twice married. His first wife was Mrs. 
Anna T. (Sylvester) Sturgis and the second, Mrs. 
Mildred Foley Sturgis, who, with two daughters and 
three sons, survives him. 


— — 


NOTICES 
The Massachusetts Medical Society 


Seconp ANNUAL PosTGRADUATE MEDICAL EXTENSION 
CouRSE 


The following sessions have been arranged by the 
Committee: 
Barnstable 
Sunday, November 4, at 4:00 P.M., at the Cape 
Cod Hospital, Hyannis. Subject: Pediatrics 
(Third Session). John I. B. Vail, M.D., 
Chairman. 
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Berkshire 
Thursday, November 8, at 4:00 P.M., at the 
House of Mercy Hospital, Pittsfield. Sub- 
ject: Surgery. Albert C. England, M.D., 
George S. Reynolds, M.D., Chairmen. 


Bristol North (Taunton Section) 
Wednesday, November 7, at 7:30 P.M., at the 
Morton Hospital, Taunton. Subject: Sur- 
gery. Arthur R. Crande!l, M. D., Chairman. 


Bristol South (Fall River Section) 
Monday, November 5, at 4:00 P.M., at the Ste- 
vens Clinic of the Union Hospital, Prospect 
Street, Fall River. Subject: Cardiovascular 
Disease (Second Session). Eugene A. Me 
Carthy, M.D., Sub-Chairman. 


Essex North 
Tuesday. November 6, at 4:00 P.M., at the Hotel 
Bartlett, 95 Main Street, Haverhill. Subject: 
Surgery (Third Session). Francis W. 
Anthony, M.D., Chairman. 
Essex South 
Tuesday, November 6, at 4:00 P.M., at the Salem 
Hospital, Salem. Subject: Surgery (Third 
Session). Walter G. Phippen, M.D., Chair- 
man. 
Hampden 
Thursday, November 8, at 4:00 P.M., at the 
Academy of Medicine, Professional Building, 
20 Maple Street, Springfield, and at 8:00 
P.M., at the Holyoke City Hospital, Holyoke. 
Subject: Cardiovascular Disease (Third Ses- 
sion). George L. Schadt, M.D., Chairman. 
Hampshire 
Wednesday, November 7, at 4:15 P.M., in the 
Nurses’ Home of the Cooley Dickinson Hos- 


pital, Northampton. Subject: Pediatrics 
(Second Session). Robert B. Brigham, M.D., 
Chairman. 

Middlesex East 


Wednesday, November 7, at 4:00 P.M., at the 
Melrose Hospital, Melrose. Subject: Obstet- 
rics and Gynecology (Third Session). 
Joseph H. Fay, M.D., Chairman. 


Middlesex North 
Friday, November 9, at 7:00 P.M., at the 
St. John’s Hospital, Lowell. Subject: Sur- 
gery (Second Session). Frederick P. Mur- 
phy, M.D., Chairman. 


Middlesex South 
Monday, November 5, at 4:30 P.M., at the Cam- 
bridge Hospital, Mt. Auburn Street, Cam- 


bridge. Subject: Endocrinology (Third 
Session). Charles E. Mongan, M.D., Chair- 
man. 

Norfolk 


Friday, November 9, at 8:30 P.M., at the Nor- 
wood Hospital, Norwood. Subject: Surgery 
(Second Session). Hugo B. C. Riemer, M.D., 
Chairman. 


Monday, November 5, at 4:00 P.M., at the Fauik-- 
ner Hospitai, Jamaica Plain. Subject: Car- 
diovascular Disease (First Session). Hugo 
B. C. Riemer, M D., Chairman. 


Norfolk South 
Monday, November 5, at 8 30 P. M., at the Quin- 
cy City Hospital, Quincy. Subject: Cardio- 
vascular Disease (Third Session). David 
L. Belding, M.D., Chairman. 


Plymouth 
Tuesday, November 6, at 4:00 P.M., at the Brock- 
ton Hospital, Brockton. Subject: Obstet- 
rics and Gynecology (First Session). Wal- 
ter H. Pulsifer, M.D., Chairman. 


Worcester 
Wednesday, November 7, at 7:30 P.M., in the 
Auditorium of the Nurses’ Home of the Me- 
morial Hospital, Worcester. Subject: Sur- 
gery (First Session). Erwin C. Miller, M.D., 
Chairman. 


Worcester North (Ayer Section) 

Thursday, November 8, at 8:00 P.M., at the 
Ayer Community Memorial Hospital, Ayer. 
Subject: Pediatrics (Second Session). Frank 
S. Bukeley, M.D., Chairman. 


Worcester North (Fitchburg Section) 

Friday, November 9, at 4:30 P.M., at the Bur- 
bank Hospital, Fitchburg. Subject: Obstet- 
rics and Gynecology (Second Session). Ed- 
ward A. Adams, M.D., Chairman. 


CLINIC AT THE PETER BENT BRIGHAM 
HOSPITAL 

At 3:30 P.M. on Thursday, November 8, in the 
Amphitheatre of the Peter Bent Brigham Hospital 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. These clinics will be repeated on 
Thursdays until May. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 toe 12, staff rounds will 
be conducted by Dr. Christian. These are open to 
all physicians. 


HARVARD MEDICAL SCHOOL 
Tue Greorce W. Gay Lecture on “Mepicat Ernics“ 
Amphitheater C at 5 P.M. 
Thursday, November 1 — “Understanding the In- 
dividual Patient.” Dr. Arthur H. Ruggles of Prov- 
idence, R. I. 


Lectures on “THe CARE OF THE PATIENT” 


Amphitheater Cat 5 P.M. 
Thursday, November 15—Dr. Joseph H. Pratt of 
Boston. 


Thursday, November 22—Dr. Stephen Rushmore of 
Boston. 


| | 


ASSIGNMENT OF MEDICAL DIRECTOR 
J. 8. BOGGESS 


Medical Director J. S. Boggess will be relieved 
from duty at Louisville, Ky., about November 4 and 
assigned to duty at East Boston, Mass., in charge 
of Service activities at the U. S. Immigration Station 
at that place. 


THE CUTTER LECTURE ON PREVENTIVE 
MEDICINE 
By CHartes Siwney Burweit, M. D., Proressor or 
MEDICINE, VANDERBILT UNIVERSITY SCHOOL oF MEDI- 
CINE, NASHVILLE, TENNESSEE 
The Prevention or Postponement of Death 
from Heart Failure 
Thursday, November 8, 1934 
At the Harvard Medical School 
Amphitheatre Building E, 5 P.M. 


These lectures are given annually under the terms 
of a bequest from John Clarence Cutter, whose will 
provided that the lectures so given should be styled 
the Cutter Lectures on Preventive Medicine and 
that they should be delivered in Boston and be free 
to the medical profession and the press. 

The medical profession, medical and public health 
students, the press and others interested are cor- 
dially invited to attend. 


REMOVAL 


Austin W. Cueever, M. D., announces the removal 
of his offices to 41 Bay State Road, Boston. 


WIL G. Barrett, M. D., announces the removal 
of his office from 80 Marlborough Street, Boston, to 
37 Marlborough Street, Boston. 


— — 


REPORTS AND NOTICES 
OF MEETINGS 


LECTURE ON THE MECHANISM OF EPILEPSY 


Under the auspices of the Alpha Omega Alpha 
Society of the Harvard Medical School, Dr. Wilder 
Penfield lectured at the Harvard Medical School on 
the eighteenth of October on “The Mechanism of 
Epilepsy.” After a brief introduction by Dr. Elliott 
C. Cutler, Dr. Penfield began his lecture by pointing 
out the importance of epilepsy, there being more than 
half a million people on the North American con- 
tinent afflicted with this malady. He gave Jackson's 
definition of epilepsy as “the name for occasional 
local discharges of the grey matter”. The character 
of the discharges may vary greatly, and there are 
usually crude and purposeless movements or sensa- 
tions or dreams. The seizure spreads progressively 
over the surface of the hemisphere involved, and not 
along association paths. It was the old idea that the 
contraction of the blood vessel of the pia mater caused 
this, and in recent times it has been shown that 
these vessels do have a definite nerve supply and 
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ditions very little blood gets through the capillary 
bed in the brain. He has never seen any shrinkage 


surface of the brain may follow the attacks; thirdly, 
there may be spasmodic closure of the large arteries. 
This was seen in six cases and was either a single 
isolated spasm of a short portion of the artery, or 
consisted of multiple constrictions lasting from 
fifteen to thirty minutes. Such constrictions have 
never been seen in experimental animals, and have 
never been caused by stimulation of the sympathet- 
ics or parasympathetics. 

Mild stimulation of the brains of these patients 
causes normal movements. However, if the stimulus 
was extensive, the movements continued after the 
stimulation stopped and spread to other parts, 
causing a typical Jacksonian attack with unconscious- 
ness. It seems probable, therefore, that there is a 
spreading vascular change which sets up a reflex 
causing a continued nervous discharge. It is inter- 
esting to note that light ether anesthesia abolishes 
epileptic responses, as it also abolishes Renaud's 
attacks. Dr. Penfield believes that there is only one 
physiological cause of epilepsy, while there may be 
many pathological causes, both direct and indirect. 

During the exploration of cases with idiopathic 
epilepsy, where there is apparently no cause, the 
most pronounced vasomotor responses may be seen. 
The vessels are abnormally irritable. Such cases 


usually appear before puberty, and often are aggra- 
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| constriction, when the sym c com ts are 
: stimulated, and vasodilatation when the parasym- 
pathetics are stimulated. These vasodilator fibres 
pass up the vagus into the medulla oblongata, and 
may be stimulated anywhere in their pathway, caus- 
ing alterations of from one-tenth to one-fifth of the 
vessel’s diameter, changes which are slight in com- 
parison with the peripheral changes caused by sim- 
ilar stimulation. 
In autopsies performed on epileptic patients, 
there is periarterial destruction, due to the constric- 
tion of the vessels and the death of the tissues 
around them. Dr. Penfield has operated on several 
of the brain tissue which has been so often reported. 
There are certain definite sequelae: first, there is 
often a dilatation after an attack, so that the ves- 
sels pulsate vigorously, and the veins often take on 
an arterial hue. This means that either the capil- 
lary bed is dilated, or that there is a short circuit 
| from the arterioles to the venules without passing 
through the capillary bed, or that the tissues do not 
seconaiy, general anemia of the 
³ð²f 
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vated at the time of menstruation. The hyperirri- 
table brain is apparently set off by changes in the 
body which have no effect on the normal person. 
The movements may be tonic or clonic, and usually 
they begin as tonic movements. 

Postepileptic paralysis in cases of epilepsy often 
causes paralysis of the part most involved in the seiz- 
ure. There may be complete hemiplegia, usually 
coming only after long duration of Jacksonian at- 
tacks. Such paralysis may follow sensory, as well as 
motor attacks, or there may be paralysis without any 
other manifestation. These are to be explained from 
the arterial spasm and anemias described above. Con- 
sciousness is lost about the time that the head and 
eyes turn toward the side of the attack. Petit mal 
seizures may consist of only a blank expression, and 
may be unrecognized by the patient. There is often 
an aura of epigastric sensation and a facial blanch- 
ing. It is believed that the center controlling these 
changes lies near the hypothalamus. Some cases 
have a sudden feeling of strangeness, but do not 
lose consciousness; others lose conscious control of 
the body and do not know of vicious actions follow- 
ing the attack. Such epileptic insanity is usually 
violent. 

Dr. Penfield closed his lecture by saying that there 
is much to be learned concerning epilepsy; that the 
manifestations may not be entirely vasoconstrictor, 
but that there is a definite reflex involving the vaso- 
motor center in the region of the diencephalon. 


THE MASSACHUSETTS MEDICAL BENEVOLENT 
SOCIETY 


An important Annual Meeting of the Massachu- 
setts Medical Benevolent Society was held at the 
Boston Medical Library on October 25, 1934. The 
members of the Society were addressed by Dr. Wal- 
ter P. Bowers, Managing Editor of our Journal, who 
made suggestions for increasing the usefulness of 
the Society. 

He thought that the members of the Massachusetts 
Medical Benevolent Society should show greater ac- 
tivity in order to increase funds so that a larger 
number of indigent physicians or their families who 
are worthy objects of consideration should be helped. 
He suggested means for increasing publicity in re- 
gard to the work of the Society and for obtaining 
money from grateful patients to add to the funds 
and so increase the number of beneficiaries. 

During the discussion, the Treasurer reported that 
twenty-two physicians or their families were being 
aided during 1934. These grants are made quietly 
by the Treasurer, with the approval of the Council. 
The names of the beneficiaries are not disclosed to 
any others. 

The demand for such aid is greater than ever. With 
increased support from the medical profession and 
interested donors, a greater amount of help could be 
given. 


The following officers were elected: 
President: Dr. George Gray Sears. 
Vice-President: Dr. Robert M. Green. 


Cutler, Dr. Arthur W. Allen, Dr. Francis W. Palfrey. 


PHI DELTA EPSILON FRATERNITY OF BOSTON 
UNIVERSITY SCHOOL OF MEDICINE 


Phi Delta Epsilon Fraternity of Boston University 
School of Medicine announces another series of its 
open meetings. Dr. Fuller Albright of the Massachu- 
setts General Hospital will speak on the Endo- 
crinological Aspects of Amenorrhea. 

The meeting will be held at the Evans Memorial 
Hospital Auditorium, 80 East Concord Street, Bos- 
ton, on November 9, 1934, at 8 P.M. Dr. Samuel R. 
Meaker of the Boston University School of Medicine 
will discuss the paper. 


WILLIAM HARVEY SOCIETY 


The next meeting of the William Harvey Society 
will be held November 9 in the Auditorium of the 
Beth Israel Hospital, Boston, at 8:00 P.M. 


PROGRAM 

Speaker: Dr. Foster Kennedy, Cornell Medical 
School. 

Subject: “The Bio-Psychic Approach to Diseases of 
the Mind, Its Dependence on Neurology and General 
Medicine.” 

Discussion: Dr. C. Macfie Campbell, Professor of 


Foster Kennedy, M.D., Royal University of Ireland, 
1906. Professor of Neurology, Cornell Medical 
School; Head of Neurological Department, Bellevue 
Hospital;' Associate Editor for Diseases of the Nerv- 
ous System, Cecil’s Textbook of Medicine. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance) Tuesday 
evening, November 13, at 8:15 P.M. 

PROGRAM 

Presentation of Cases. 

Gastro-Intestinal Allergy and Its Diagnosis. By 
Dr. George Piness, Los Angeles, California. 

New Concepts in Allergy with Especial Reference 
o Eczema. By Dr. Francis M. Rackemann, Boston, 
f{assachusetts. 

Dr. I. Chandler Walker will preside. 

MARSHALL N. Futon, M. D., Secretary. 
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| Treasurer: Dr. Roger I. Lee. 

Secretary: Dr. Hilbert F. Day. 
Psychiatry, Harvard Medical School. 

Chairman: Dr. Abraham Myerson, Professor of 
| Neurology, Tufts College Medical School. 
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November 1—Harvard Medical School. George W. Gay 
Lecture on Medical Ethics.” See page 843. 
1—Faulkner Hospital Clinton! Meeting will 
P.M. There will be a talk by Dr. C. 
ssons Learned from More than One Hun- 
dred Thyroidectomies at the Hospital.“ * 

November 5-9—Inter-State Postgraduate Med Asso- 
ciation of North America. See page 649, issue of Octo- 
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November 8—Cutter Lecture on Preventive Medicine. 
See page 844. 
November 8—Clinic at the Peter Bent Brigham Hospital. 
See page 843 
November 9—William Harvey Society. See page 845. 
November 9—Phi Delta Epsilon Fraternity of Boston 
University School of Medicine. See page 845. 
November 13—Harvard Medical 1 See page — 
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details address the Secre a 
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versity Schools Not Medicine and Public Health, Boston, 
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DISTRICT MEDICAL SOCIETIES 
ESSEX NORTH DISTRICT MEDICAL SOCIETY 
Semi-Annual Meeting will be 22 in January and 
the Annual Meeting in May, time, place and subject to be 
E. S. BAGNALL, M. D., Secretary. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
will be held on the 
January, March. and 
CHARLES MOLINE, M. D., Secretary. 
Sunderland. 
MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
November 14—Readirg. 
January 9, 1036— Melrose. 
March 13, 19365—Wakefield. 
May 8, 1036— Winchester. 
K. L. MACLACHLAN, 
1 Bellevue Street, Melrose. 


M. D., Secretary. 


of subjects and speakers to be | 


second Tuesday of 
May at the Weldon 


Jan 1935—General Meeting in association fon with 
the anny 2, 108 Library. Speaker and ject to be 
announced later. 


Hospital. 27, 1935—Clinical Meeting at the Boston Lying-In 
r 24, 1935—Clinical Meeting at the Children’s Hos- 


The medical profession is cord 
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De NORMANDI D., Presiden 
GEOR EP NOLDS, * * 
HUTCHINS, M. D., Boston edical 


HENRY. T 


WORCESTER DISTRICT MEDICAL SOCIETY 


November 14—The November meeti 
in the auditorium at the Grafton State He 
will be served 


and scientific ill 
w n at 7: 
The scientific per will be resented by Dr. 
pe of the u &e 
and his subject will be “Th 
Rheumatoid Arthritis.” secon 
program will be less scientific than the firs 
ta ng m 


will consist of a non-scientific ure, 
presented by the Grafton State Hos 
mber Vincent Hos - 
ital, Worcester, Mass P.M.: Dinner. 7:30 P.M.: 
ientific program and a. 2B. session nouncement 
of subjects and speakers to be presented at a later date. 
Dinner complimentary by the Hospital. 
January 9, 19356—Wed 1 eveni Worcester City 
Hospi ter, Mass. 6:30 PM. Buffet — 
7:30 P.M.: Scientific prove, session. An- 


and business 
kers be presented 


at a éate. et Gaon — te by the 


Hospita 

—— 4 orcester, Mass. : Dinner. 7:30 P. a5; $ 
Scientific program and Baum 


Announce 
resented at a later date. 
Dinner complimentary by the 


arch 1 


kers be presented 


at a . et aa complimentary by the 


Hospita 

April 10, 1935—Wed 
mann Hospital, Worcester. 

7:30 P.M.: Scien tific and business sess! 


An- 
nouncement of subjects and speakers to be nted 
at a later date. Dinner complimentary by the Hospital. 


May 8, 1936—Wednesday afternoon and sdical Bociets 
nual Meeting of the Worcester District Medical jociety. 
The time and place of this meeting will be 


ERWIN C. MILLER, M.D., Secretary. 
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Coliens System of Diet Writing. Including: Diet 
Calculator, Obesity Chart, and 100 Menu Prescrip- 
tion Forms. By William S. Collens. New York: 
Form Publishing Company. $5.00. 


This device (for that is what this publication 
really is) is aimed to simplify dietetic prescriptions. 
By means of this calculator one can read off direct- 
ly the diet in terms of carbohydrate, fat and pro- 
tein simultaneously with the foods to be prescribed. 
Unfortunately, to utilize this calculator correctly and 
wisely presupposes a sound knowledge of dietetics 
in its relationship particularly to diabetes, nephritis 
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is practicing medicine blindly. As has been wisely 
remarked “Oversimplification is a great deceiver of 
reason.” 


— 

International Clinics. Volume II. Forty-Fourth Se- 
ries, 1934. 318 pp. By leading members of the 
medical profession throughout the world. Edited 
by Louis Hamman and Collaborators. Philadel- 
phia: J. B. Lippincott Company. 

The variety of interests which are catered to in 
this volume may be judged by the wide choice of 
subjects. Eitel and Loeser present an article on the 
interrelationship between the pituitary gland, the 
thyroid gland and the carbohydrate metabolism of 
the liver which summarizes their quite original work 
in this field. Some surgical aspects in the treatment 
of pulmonary tuberculosis are very systematically 
covered by the Matsons. Eastman offers a review 
appraising the present status of the “Toxemias of 
Later Pregnancy.” A worthy contribution in a much 
neglected field is that of McBride on “Estimating the 
Extent of Disability” with particular reference to in- 
dustrial trauma. The remaining articles are all of 
interest and give the volume real merit. 


International Clinics. Volume III. Forty-Fourth 
Series, 1934. Edited by Louis Hamman. 327 pp. 
Philadelphia, Montreal, and London: J. B. Lippin- 
cott Company. 

This volume continues to maintain the high stand- 
ard for which these clinics are becoming so well 
known. The articles of merit are too numerous to 
mention individually and are well worth the perusal 
of those who are seeking to keep abreast of recent 
advances in both medicine and surgery. 


Bronchoscopy, Esophagoscopy, and Gastroscopy. A 
Manual of Peroral Endoscopy and Laryngeal Sur- 
gery. By Chevalier Jackson and Chevalier L. 
Jackson. Third Edition, Reset with 225 illustra- 
tions and 15 color plates. 485 pp. Philadelphia 
and London: W. B. Saunders Company. $9.00. 


Appearing now in the third edition, this manual of 
peroral endoscopy has expanded from 300 to 450 
pages and has been entirely reset with 225 illustra- 
tions and 15 color plates, the latter in colored oils 
from the senior author’s own brush. In spite of the 
increased size, the book maintains its claim as an 
authoritative working manual rather than a compre- 
hensive textbook, hence the policy of omitting his- 
torical data, contrary opinions and explanatory 
elaborations has been maintained. The work is now 
one of double authorship of father and son. The ar- 
rangement of chapters is almost identical with that 
of the first edition though in each instance there has 
been an amplification of the subheadings consistent 
with the rapid advances in this specialty. In par- 
ticular, the subject of gastroscopy has been greatly 
expanded, so much so as to merit inclusion in the 
main title. 

The illustrations are far more extensive and il- 


luminating than in previous editions. While many 
of the original plates have been retained, the greater 
proportion are new, especially those which illustrate 
operative technique and only rarely does there ap- 
pear a first edition scene to show by contrast the 
progress of the last ten years. 

There is a much more complete and detailed de- 
scription of appropriate instruments and the indica- 
tions for their use. There has been added a much 
freer use of reproductions of x-ray films than in for- 
mer editions. Insufflation anesthesia is given great- 
er consideration together with the use of fluoroscopy 
as an adjunct in bronchoscopic removal of certain 
foreign bodies. 

The subjects of esophageal diverticulum and 
esophageal stricture are more forcibly stressed and 
the whole subject of the place of bronchoscopy in 
diagnosis and treatment of lung suppuration is more 
detailed. 

The bibliography has been expanded to include 
136 references. 

The book remains, as heretofore, an epitome of 
the endoscopic experience and teaching of one of the 
greatest authorities in this special surgical field. 


Clinical Toxicology. Modern Methods in the Diag- 
nosis and Treatment of Poisoning. By Erich 
Leschke. 346 pp. Baltimore: William Wood and 
Company. $5.00. 


Treatises on toxicology have usually been written 
from the standpoint of the analyst who identifies 
the poison involved or from that of the pathologist 
who describes the lesions found after death. The 
present work was written by a professor of internal 
medicine at the University of Berlin and, as the title 
indicates, deals with the clinical aspects of the sub- 
ject; the importance of this phase is shown by the 
estimate of Zangger that perhaps eighty per cent of 
the cases of poisoning are at first incorrectly diag- 
nosed. 

The seriousness of the problem is shown by the 
fact that 10,179 deaths from poisons were reported 
in the United States in 1928; there were 3,636 such 
deaths reported in Germany in 1929 and 2,433 in 
England in 1930. 

The first part of the book treats of poisoning, both 
acute and chronic, by lead, thallium, mercury, 
arsenic, radium and other inorganic substances. 

There is more new material in the second part in 
which poisoning by organic compounds is discussed; 
there are chapters here on the toxicology of war 
gases and of many new drugs. It is stated, for ex- 
ample, that barbital (“veronal”) is (with the excep- 
tion of carbon monoxide) the most frequently used 
poison in Germany for suicide; of 190 such deaths 
74 were due to barbital. 

There are sections devoted to the toxicology of 
other comparatively new organic drugs (“Pyram- 
idon,” “Atophan,” etc.) as well as of the older, well- 
known poisons (opium and its derivatives, the cyan- 


| 
| 
— 
| 
| 


848 EDITORIAL DEPARTMENT N. B. J. OF M. 
NOV. 1. 1934 
ides, phenol, etc.). There are also chapters on poison-| slight modification. In the meantime poorly pat- 


ous foodstuffs, poisonous animals and industrial 
poisons. 

There is a very useful appendix giving the true 
names of various drugs with their proprietary trade 
names; thus Allonal is stated to be a mixture of a 
barbiturate and amidopyrin. “Quadronox,” which 
figured in a sensational death a few years ago, is 
stated to be simply barbital. There is a discussion 
of tricresyl phosphate poisoning which caused, it is 
stated, about fifteen thousand cases of so-called 
“Ginger Paralysis” in the United States; the poison 
had been substituted for some of the ginger in the 
essence of ginger. 

This poison was also responsible for numerous 
cases of socalled “Apiol poisoning” in Europe at 
about the same time. 

This brief review gives only an imperfect outline 
of the many interesting and important poisons dis- 
cussed in this excellent book. 


Medicine Man in China. By A. Gervais. 336 pp. 
New York: Frederick A. Stokes Company. $2.75. 


Two young French physicians recently went to 
China to serve in a missionary hospital at Chengtu 
in the interior of the Great Empire. There they 
worked under great difficulties, through famine and 
cholera, much of the time opposed, in addition, by 
Chinese customs. They attempted teaching in a 
medical school. In the course of their work they en- 
countered many amusing situations, which somewhat 
relieved the seriousness of their task. This is a 
bright and lively account of their experiences, writ- 
ten by one of them, a man with an excellent sense 
of humor. For an insight into Chinese character 
and an explanation of the difficulties encountered by 
the physicians attached to a missionary hospital, 
as well as for an amusing story, this book can be 
highly recommended. It has been successfully 
translated from the French. 


The Medicolegal Necropsy. Edited by Thomas B. 
Magath, M.D., for the American Society of Clini- 
cal Pathologists. 167 pp. Baltimore: The Williams 
and Wilkins Company, 1934. $2.50. 


This is a symposium which, except for the intro- 
duction and a consideration of medicolegal systems 
in the United States, is made up largely of a series 
of papers by experts associated with the medical 
examiner system in and about New York City. In 
the opening paper Dr. O. T. Schulz of Chicago, who 
has made a thorough study of the medicolegal sys- 
tems of America, makes plain the superiority in 
functioning of the medical examiner system over 
the archaic coroner system. The medical examiner 
system was born in Massachusetts in 1877 through 
the joint efforts of the Massachusetts Medical So- 
ciety and the Massachusetts Bar Association, be- 
cause of scandals arising in the coroner system. A 
similar scandalous situation in New York City led 
to the adoption of the Massachusetts system with 


terned modifications of the Massachusetts practice 
were set up in the New England states excepting 
Vermont, and more recently Essex County, New 
Jersey, adopted the New York modification of the 
system under the direction of Dr. Harrison S. Mart- 
land. Following the paper of Schulz and an appeal 
by Dr. Charles Norris, Chief Medical Examiner of 
New York City, for recognition in America of the 
need for better medicolegal service, the book deals 
with the medicolegal necropsy as such. The tech- 
nical procedure is outlined by Dr. A. V. St. George, 
the findings in drowning cases are summarized by 
Dr. E. L. Miloslavich of Hungary, and medicolegal 
toxicology is dealt with by Alexander O. Gettler, 
who is a master of the subject. The remaining 
ninety-four pages are given up to a discussion by 
Dr. Martland of the picture in deaths due to crim- 
inal violence, including shooting, stabbing, cutting 
and asphyxia. This portion of the work is very 
completely illustrated by a series of illuminating 
photographs from New York City cases and those 
arising in Essex County, New Jersey, together with 
some diagrams. 

An appendix is made up of the procedures agreed 
upon concerning necropsies by the New York Acad- 
emy of Medicine, The New York Pathological Socie- 
ty and the Metropolitan Funeral Directors Associa- 
tion. This text could be taken as a model for sim- 
ilar agreements in other centers. 

This work by highly expert authorities should 
serve as an introduction to the study of legal medi- 
cal practice, particularly in postmortem exam- 
inations. It can be recommended to the student or 
practitioner who is interested in legal medicine, and 
is a valuable supplement to the more comprehen- 
sive textbooks on forensic medicine. 

Essentials of Histology. Descriptive and Practical. 
For the Use of Students. By Sir E. Sharpey- 
Schafer. Thirteenth Edition. Edited by H. M. 
Carleton. 618 pp. Philadelphia: Lea and Febiger, 
1934. $5.00. 

The thirteenth edition of Schafer’s Essentials of 
Histology marks the beginning of a new phase in the 
life cycle of this remarkable textbook. All previous 
editions, beginning with the first, which appeared in 
1885, bear the personal impress of the original 
author, Sir Sharpey-Schafer of the University of 
Aberdeen. But the revision of the new edition is 
ascribed to H. M. Carleton, Lecturer on Histology 
in the University of Oxford. 

In this revision, no alteration in the plan of the 
book has been attempted. The only marked changes 
in the text occur in the chapters dealing with the 
development of blood and bone formation, both of 
which have been rewritten. A number of new illus- 
trations, moreover, have been added. 

The book is still essentially Schafer’s Histology, 
with all of its excellent qualities, adaptable either 
as a text for beginners, or as an outline of study for 
nore advanced students. 
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